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wo Elastoplast Bandages are now available in South Africa. They are particularly 


suitable in our climate, permitting as_ they 


do free evaporation of sweat. Porous 


Elastoplast Bandages were developed in England where they have been used by the 


medical profession and hospitals for some time. 


Adequate and regular supplies are 


now available from the new Elastoplast factory recently opened in South Africa. 


ADVANTAGES OF POROUS ELASTOPLAST 


Porosity throughout the entire surface of the 


adhesive — permits free evaporation of sweat 
which is of special significance in South African 


summer climatic conditions. 


Elastoplast’s adhesive qualities and its main 
function of providing firm, elastic, adhesive 


support has not been impaired in any way. 


Adhesive not spread to the edges of the 
bandage — minimises rucking of bandage and 
soiling of over-lying stockings. 

Fluffy edges prevent trauma to devitalised skin 
in the compression treatment of varicose con- 
ditions. During the clinical trial stages, this 
new-type Elastoplast bandage has been used 


successfully in many cases of gravitational ulcers. 
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EDITORIAL 


LESSER KNOWN FEATURES OF DIABETIC 
NEUROPATHY 


Last week we discussed the occurrence of pain in 
diabetes :' we now return to the subject and refer to other 


manifestations of diabetic neuropathy which are of 


less common occurrence. 

The autonomic nervous system has recently received 
considerable attention in diabetics.» * Apart from the 
complaints probably referable to disordered function 
of this system (impotence, diarrhoea, bladder disturb- 
ances, ‘trophic’ changes in the limbs) it has been found 
that a fair percentage of diabetics suffer from attacks 
of giddiness caused by postural hypotension, and show 
widespread loss of sweating and defective thermal 
regulation in the skin without vascular disease. 

The pupillary reaction may be abnormal, and while 
the complete Argyll-Robertson pupil is rare in diabetics 
yet it has been occasionally reported.’ ® 

Isolated or multiple cranial-nerve palsies, particularly 
oculomotor, have often been described in diabetes and 
are usually accepted as a part of the diabetic picture.® 5 7 
There is, however, some doubt expressed about this, 
and Bailey* has recently reported figures from the Mayo 
Clinic which do not support this concept. Thus in his 
series only 10 of 276 patients with external ocular palsies 
were diabetic, and of these all were elderly, and most 
hypertensive. We have certainly seen ocular pareses in 
more than 10 diabetics, all of which cleared up completely 
within several weeks. This total recovery seems to be 
invariable in diabetics, often as the carbohydrate state 
is better controlled. In this event, especially where a 
cerebral angiogram has been normal and the Wassermann 
lest negative, it is difficult to conclude that the diabetes 
is in all cases merely incidental. 

Pain is apparently uncommon in cranial-nerve affec- 
tion, and when it does occur it is usually in the distribu- 
tion of one or other branch of the trigeminal nerve, 


VAN DIE REDAKSIE 


MINDER BEKENDE KENMERKE 


DIABETIESE NEUROPATIE 


VAN 


Verlede week het ons die pyn wat by suikersiekte 
voorkom, bespreek;' ons verwys nou na ander mani- 
festasies van diabetiese neuropatie wat interessant en 
van belang met diagnose is. 

In die jongste tyd is heelwat aandag bestee aan die 
outonomiese senuweestelsel van suikersiektelyers.*: * 
Benewens moeilikhede wat waarskynlik aan stoornisse 
in die werking van dié stelsel toe te skryf is (diarree, 
onmag, blaasmoeilikhede, trofiese veranderings in die 
ledemate), ly taamlik baie suikersiektepasiénte aan 
aanvalle van duiseligheid wat aan liggaamshouding- 
hipotensie te wyte is en alhoewel daar geen tekens van 
vaskulére aandoening is nie, sweet hul deurgaans minder 
en is die termiese regulering in die vel ondoeltreffend. 

Die pupilreaksie mag abnormaal wees en hoewel ’n 
volmaakte Argyll-Robertson-oogappel selde by suiker- 
siektelyers gesien word, word dit nogtans af en toe 
gerapporteer.*: ° 

Enkel of veelvoudige verlamming van skedelsenuwees, 
veral okulomotories, word dikwels in gevalle van 
suikersiekte beskrywe en word gewoonweg beskou as 
deel van die suikersiektebeeld.**»* | Daar bestaan 
egter “n mate van onsekerheid hieroor en Bailey® het 
onlangs Mayokliniekgegewens aangehaal wat nie hierdie 
beskouing steun nie. Aldus was daar in sy reeks van 276 
pasiénte met eksterne okulérverlamming net 10 suiker- 
siektelyers—almal bejaard met ’n besondere hoé bloed- 
druk. Ons het definitief okulérparese by meer as 10 
suikersiektelyers gevind. Dié parese het in al die gevalle, 
na verloop van ’n paar weke, geheel en al verdwyn. 
Hierdie volkome herstel skyn die reél by suikersiekte te 
wees en herstel tree dikwels gelyktydig met die ver- 
betering in koolhidraatbeheer in. Dit is moeilik om te 
glo dat die suikersiekte altyd net bloot toevallig was veral 
as die serebraalangiogram normaal en die Wassermann- 
toets negatief vertoon het. 

Oénskynlik word pyn selde ondervind deur pasiénte 
wie se skedelsenuwees aangetas is en indien wel dan is 
dit gewoonlik in een of ander takverspreiding van die 
drieling senuwee en gaan dit gepaard met ’n mate van 
gevoelverlies in die betrokke gebied.® 
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together with some loss of sensation in the appropriate 
area.” 

In diabetics, perforating ulcers in the feet, gangrene 
with apparently good vascular supply, and Charcot 
joints (usually tarsal), seem to be caused by a multiplicity 
of factors. These include a loss of sensation with 
consequent repeated unheeded traumata producing 
damage to the feet, paralysis of the sympathetic nerve- 
supply, and infection. From a practical point of view 
an ill-fitting shoe, athlete’s foot and personal pedicure 
are most important and the undesirability of these should 
be pointed out to all diabetics from the very start. 
A chiropodist should perform the pedicure. Unlike the 
state of affairs in tabes, the Charcot joint in diabetes 
often has an infective element in it.’ ? 

It is well known that diabetic neuropathy may mimic 
tabes, with lightning pains, pupillary changes, perforating 
ulcer, absent deep-pressure pain, lost reflexes, impotence, 
urinary difficulties, Rombergism, and increased protein 
in the cerebrospinal fluid. Cases occur in which it is 
difficult to determine whether the neurological state is 
diabetic or tabetic. 

Diarrhoea, which is intermittent and mainly nocturnal, 
usually with faecal incontinence, and often interspersed 
with periods of severe constipation, is a recognized 
complication of diabetes,'':'* and is believed to be 
related to damage to the autonomic nerves of the gut. 
If this is so then it seems logical to try hexamethonium 
or banthine. Crude liver extract (recommended empiri- 
cally by Joslin) avoids the hazard of severe ileus, which 
has been seen after banthine. 

The frequency with which impotence occurs with the 
onset of diabetes in the male, disappears after a few 
weeks’ treatment (often on diet only), and is unaccom- 
panied by features of peripheral neuritis, leads one to 
doubt a neuropathic causation. Certainly, however, it 
may also appear later in the course of the diabetes. It 
is far commoner than is generally realized and provides 
a virgin field for research. 

An atonic bladder, with loss of sensation of fullness, 
consequent incontinence, and infection, is a serious, late 
and usually irreversible complication. Transurethral 
resection of the bladder neck may be necessary.'* The 
spinal cord itself is probably affected (the ‘cord bladder’). 

Involvement of the dorsal nerve-root explains the 
tabetic-like syndrome.'' Pathological examinations have 
shown that the cord itself may be diseased, though the 
exact type of change is not at all clear.'®: '® Clinically 
two types of cord disturbance (apart from ‘cord bladder’) 
are described. One is almost purely motor, a sort of 
chronic anterior poliomyelitis, occasionally with Babinski 
reflexes,'’: '* the second is mixed and resembles subacute 
combined degeneration. In view of the rarity of these, 
it will obviously be difficult in any given case to be sure 
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In suikersiektegevalle is perforerende  voetsere, 
gangreen met bevredigende vaskulére toevoer, en 
Charcot-gewrigte (meesal tarsaal) skynbaar te wyte aan 
menigvuldige faktore 0.a. die verlies van gevoel. Hierdie 
faktor gee aanleiding tot herhaaldelike traumata waarvan 
geen notisie geneem word nie en wat die oorsaak is van 
voetbeserings, verlamming van die simpatiese senuwee- 
toevoer en infeksie. Dit is om praktiese redes uiters 
belangrik om alle suikersiektelyers uit die staanspoor 
te waarsku teen die nadelige gevolge van skoene wat nie 
goed pas nie, huidskimmelsiekte aan die voete (athlete's 


foot) en voetversorging (soos die verwydering van 


liddorings, toonnaels en eelte) deur die pasiént self. 
Voetversorging moet aan ’n voetkundige oorgelaat word. 
Andersins as in die geval van uittering is daar dikwels in 
die Charcot-gewrig van suikersiekte ’n besmetlike element 
aanwesig."® * 

Dit is alombekend dat diabetiese neuropatie ‘n toe- 
stand van uittering (tabes) kan naboots, met skietende 
pyn, pupilveranderings, perforerende sere, verlies van 
reflekse, onmag, urienmoeilikhede, Rombergisme, af- 
wesigheid van diepliggende pyn, toename van proteien 
in die harsing- en rugmurgvloeistof. Dit is in sommige 
gevalle moeilik om te bepaal of die neurologiese kondisie 
aan suikersiekte of uittering toe te skryf is. 

Diarree (gewoonlik met  ontlasting-inkontinensie) 
wat met tussenpose, en hoofsaaklik in die aand, verskyn 
en dikwels deur tye van ernstige hardlywigheid onder- 
breek is, is *n erkende komplikasie van diabetes." ™* 
Die vermoede is dat dit in verband staan met beskadiging 
van die outonomiese senuwees van die derm. As dit wel 
die geval is, skyn dit logies om hexamethonium of 
banthine te _ probeer. Ongesuiwerde lewerekstrak 
(empiries deur Joslin aanbeveel) vermy die risiko van ‘n 
ernstige dermknoop wat al na banthine waargeneem Is. 

Die frekwensie waarmee onmag by mans voorkom met 
die aanvang van diabetes, na ’n paar weke se behandeling 
verdwyn (dikwels net as gevolg van die dieet), en sonder 
dat dit gepaard gaan met tekens van periferale senuwee- 
ontsteking, laat mens aan ‘n neuropatiese oorsprong 
twyfel. 

Dit mag egter ook vanselfsprekend in ‘n latere stadium 
van diabetes voorkom. Dit kom baie meer dikwels voor 
as wat algemeen besef word en die veld bied navorsings- 
geleenthede aan vir die baanbreker. 

*n Slap blaas, met verlies van die gevoel dat die blaas 
vol is, gevolglike inkontinensie en besmetting, is ‘n 
ernstige, gevorderde en gewoonlik onkeerbare kompli- 
kasie. Dit mag ’n transuretrareseksie van die blaasnek 
vereis.'* Die rugmurg self (die ,cord bladder’) is waar- 
skynlik aangetas. 

Aantasting van die rugsenuweewortel kan die tabesag- 
tige sindroom verklaar.'! Patologiese ondersoeke het 
getoon dat die murg self aangetas mag wees, presies Op 
welke manier is nog glad nie duidelik nie.’ '* Klinies 
word 2 tipes murgsteurings (afgesien van die cord 
bladder’) beskrywe. Een tipe is amper suiwer motories, 
*n soort van kroniese anterior poliomiélitis, somtyds met 
Babinski-reflekse.'’: '* Die tweede is gemeng en lyk na 
subakute gekombineerde degenerasie. Met die oog op 


die seldsaamheid van sulke gevalle, sal dit klaarblyklik 
moeilik wees om in enige gegewe geval seker te wees 
dat die etiologie by suikersiekte berus, alhoewel Garland 
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that the aetiology is truly diabetic, although Garland 
has described 12 cases of the motor type, all seen 
fairly recently. 


The protein of the cerebrospinal fluid may be increased 


considerably, especially in those cases with more severe 
symptoms and signs. Root reports the protein as high 


as 
1S 


440 and 435 mg. per 100 ml.’ The colloidai-gold curve 
also abnormal and conforms to no pathognomonic 


pattern. There is no increase in cells. It is important to 
realize that a raised protein in no way helps in the 
differential diagnosis from, say, tabes or the Guillain- 
Barré syndrome. 


It is plain that diabetes is an excellent mimic. Never- 


theless the great diagnostic pitfall lies in the too ready 
assumption that any complaint in a diabetic is caused 


by 


ww= 
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the diabetes. 
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onlangs 12 gevalle van die motoriese tipe beskrywe het, 
almal taamlik resent. 

Die proteien van die harsing- en rugmurgvloeistof mag 
aansienlik vermeerder, veral in pasiénte met ernstige 
simptome. Root gee proteiensyfers aan wat selfs so 
hoog as 440 en 435 mg. per 100 ml. is.? Die kurwe vir 
kolloidale goud is ook abnormaal en stem nie ooreen 
met enige kenmerkende patroon nie. Daar is geen 
selvermeerdering nie. Dit is belangrik om te besef dat 
die vermeerdering van proteiene van geen hulp met 
onderskeidende diagnose tussen, laat ons sé, uittering 
(tabes) of die Guillain-Barré-sindroom is nie. 

Dit is duidelik dat suikersiekte ’n baie goeie na-aper is. 
Nietemin is dit *n groot diagnostiese strikval om te 
geredelik aan te neem dat elke kwaal waaraan die 
suikersiektepasiént ly aan die suikersiekte te wyte is. 
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BLEEDING IN LATE PREGNANCY * 


JAMES T. Louw, CH.M., F.R.C.O.G. 


Professor of Obstetrics and Gynaecology, University of Cape Town 


Throughout the years obstetricians have been faced 
with bleeding in late pregnancy and have always re- 
garded this sign with grave suspicion and respect. 
Efforts have been, and are continually being, made to 
find what the different causes of the loss of blood may 
te and how this dangerous phenomenon can best be 
diagnosed and treated. Abnormal bleeding, at any 
lime as a rule heralds formidable underlying pathology. 
In pregnancy it immediately spells danger to the ex- 


* An address delivered at a meeting of the Cape Western 


Branch of the Medical Association of South Africa on 23 Sep- 
tember 1955, 


* See references 12-15, 19, 20 and 27. 
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pectant mother and her baby. In the efforts throughout 
the years strong characters have laid down strong 
views, which were often based on sound facts and 
led to an immediate improvement in results. At times 
they have based their arguments on grounds which 
though stated in good faith, have not been quite sound, 
and then no improvement, or worse results, have 
followed. It usually takes many years to disprove a 
generally accepted statement. Fifty years after Jaggard™ 
dogmatically stated that there was no room for expectant 
treatment in placenta praevia, Macafee'’? proved that 
in most cases the reverse was the truth. Inventions and 
discoveries may also alter the whole approach to a 
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subject. What held good and true before goes by the 
board because of a complete change of attitude wrought 
by almost magical aids. Modern methods of blood 
transfusion, antiseptics and antibiotics and the great 
advances in anaesthesia have certainly altered many 
approaches. Whereas only 2 decades ago Caesarean 
section was a most serious undertaking, especially 
when following upon vaginal examinations, at present, 
with the help of modern aids, very little extra risk is 
incurred. 

Constant watch, however, should be kept that not 
too much is staked upon these aids, for they may well 
tend to make the user complacent. They may lead to 
chances being taken which are altogether unjustifiable, 
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Fig .1. Graph showing deliveries in the University of Cape 
Town maternity hospitals 


the worst of these being overcrowding in hospitals. 
Overcrowding means a more rapid hospital ‘turnover’, 
and more patients to the same number of staff might 
simply lead to inferior work. Fig. 1 shows that, without 
an increase in the maternity bed state since 1948, ‘turn- 
over’ in the University of Cape Town maternity hospitals 
has increased at a dangerous rate. As the beds are limited 
in number, the emergency admissions are great. This is 
the reason why the incidence of antepartum haemorrhage 
in our institutions is, comparatively speaking, so high. 


CAUSES OF BLEEDING IN LATE PREGNANCY * 


In the majority of cases the cause is unknown and 
remains unknown even after delivery.** Classically, 


the main obstetrical causes for bléeding late in preg- 
nancy are: 
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|. Placenta Praevia, the result of low implantation 
of the placenta. 

2. Accidental Haemorrhage. The cause of the pla- 
cental separation in this baffling condition is not known, 
It must be remembered that accidental haemorrhage 
does not depend upon the situation of the placenta; 
it can take place whether the placenta is situated in 
the uterine fundus or in its lower segment. No patient 
is exempt from the risk of this acute condition in preg- 
nancy. It has a tendency to occur in patients suffering 
from hypertension, it may be associated with toxaemia 
of pregnancy, and it may take place ‘out of the blue’. 

These are the two outstanding causes of antepartum 
haemorrhage. Other causes, like vasa praevia, placenta 
circumvallata, polyps, carcinoma of the cervix, varices 
and acute infections, are mentioned for the sake of 
completeness. The wary will not fall into the trap of 
missing causes not directly concerned with pregnancy. 
Symptoms and Signs 

The classical symptoms of placenta praevia are the 
age-old painless, causeless, possibility repeated, vaginal 
haemorrhages, the blood being of a bright red colour. 
In accidental haemorrhage, on the other hand, the 
onset of the condition is heralded by severe abdominal 
pain, which is followed by vaginal bleeding; and usually 
the blood is dark red. As is obvious, there may be 
variations in these symptoms. In placenta praevia, 
should the bleeding coincide with the onset of labour, 
it may be associated with pain; should the blood 
escape slowly and pool in the posterior fornix before 
appearing externally, it will be dark red in colour. In 
accidental haemorrhage, especially if the placenta is 
posteriorly situated and the infarction and separation 
are slight, there may be no pain or minimal pain; 
if a large sinus or group of sinuses is involved, blood 
may pour out of the vagina and be bright red in colour. 
All the intermediate symptoms, varying from the one 
extreme to the other, may obviously be found. It is 
almost unnecessary to state that in severe cases of 
accidental haemorrhage there may be no external 
bleeding. 

The signs in these two conditions are of great interest. 
Obviously it is our duty to be on the continual look-out 
for trouble and to take the necessary precautions to 
prevent it. If a patient receives adequate antenatal 
supervision, placenta praevia should often be diagnosed 
before any bleeding has occurred (Stallworthy”). 

The diagnostic sign of placenta praevia obviously is 
feeling the placenta vaginally. It must be emphasized 
that it should be considered the worst possible obste- 
trics to make a vaginal examination in a patient sus- 
pected of suffering from a placenta praevia unless that 
examination is properly indicated, and then it should 
only be done in an operating theatre on the patient 
fully prepared for Caesarean section. 

Abdominal palpation may reveal: 
(a) A high head which overrides the symphysis 
indicating a posteriorly situated placenta. An effort 
to push the head into the pelvis often affects the foetal 

heart-rate to a marked degree. 

(b) The presenting part may be deflected into one or 
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other iliac fossa—which may mean that the placenta 
is laterally situated, occupying the opposite iliac fossa. 

(c) It may be difficult to palpate the presenting 
part—as if a soft cushion is present between the ex- 
aminer’s hand and the part. Obviously this cushion 
in all probability is the anteriorly situated placenta. 

Should any one of these signs be present in a patient 
who gives the classical symptoms, an excellent pointer 
to the diagnosis is at hand. Antenatally, however, it 
is of the utmost importance to note abnormalities in 
presentation and then to rule out placenta praevia by 
radiographic measures. Placentography'? in the 
diagnosis of placenta praevia has now claimed for 
itself a very firm place. There is evidence from American 
and British sources®-'®.*3.24 that the situation of the 
placenta can be reliably diagnosed in 98-99% of cases. 
Radiographic studies are obviously invaluable in cases 
of minor antepartum haemorrhage at about 30-34 
weeks gestation. With accurate localization of the 
placenta many of these patients may be sent home, 
thus relieving the acute bed shortage and saving the 
patient the unnecessary anguish and boredom of staying 
in hospital possibly for 8 weeks. 

The severe case of accidental haemorrhage, on the 
other hand, does not present much of a diagnostic 
problem. The patient looks shocked and is shocked. 
The abdomen is rigid, the uterus tender and broad- 
like. The uterine size as a rule is greater than is war- 
ranted by the period of gestation. The foetus cannot 
be palpated and its heart cannot be heard. The patient’s 
blood-pressure may be within normal limits—which, 
considering her shocked state, is relatively high. Albu- 
men may be, and usually is, present in the urine, which 
in turn may be grossly diminished in quantity. All 
variations in signs, ranging from less severe grades of 
shock and uterine rigidity to no detectable abnormality 
and loud foetal heart sounds, are found. Generally 
speaking, the less severe the condition the more difficult 
the diagnosis. 


TREATMENT 


In general it must be emphasized that, should a patient 
present herself with an antepartum haemorrhage, after 
preliminary sedation and admission to hospital the 
first essentials are blood-grouping and Rh typing, and 
to have compatible blood ready. The main aim in the 
treatment of a patient with placenta praevia should be 
directed towards the attainment of foetal viability. 
Macafee’s work has revolutionized the treatment of 
placenta praevia. For about 50 years the dictum was 
that there was no place for expectant treatment in 
placenta praevia. Both Macafee and Johnson proved 
that with modern aids the reverse was the truth. By 
following a conservative attitude and tiding the patient 
over to 36-37 weeks of gestation, fewer mothers are 
lost and the infant mortality has dropped to as low 
as 8% in certain centres (Liverpool 1952— Maternity 
Hospital report). However, immediate treatment is 
essential if the patient is bleeding or in labour, or 
both, or if the foetus is viable. 

As stated above—in suspected placenta praevia under 
no circumstances should a vaginal examination be done 
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at any other time or place than on a patient fully pre- 
pared for Caesarean section in a theatre prepared for the 
operation. To a great extent the situation of the placenta, 
the bleeding and the labour determine treatment, e.g.: 

(a) If the placenta is totally ‘praevia’, the treatment 
with few exceptions, is section. 

(6) A partial placenta praevia, laterally or anteriorly 
situated, with no bleeding or minimal bleeding, in a 
patient in labour with an engaging suitable presentation, 
necessitates rupture of the membranes followed by 
diligent observation both for further bleeding and of 
the foetal heart rate. Should the bleeding persist or 


TABLE I. PLACENTA PRAEVIA : TREATMENT 
Method Type1 Type2 Type3 Type4 Total 
Conservative ‘os 22 9 4 7 40 
A.R.M. (with = or 
without Willett’s) 4 15 3 0 22 
Version mn zi 4 4* 4* 2 14 
Caesarean section .. 3 27 57 55 142 
Leg brought down 0 2 2 0 + 
Forceps #3 - 0 2 0 0 2 
Total .. a 59 70 62 224 


* Indicates 1 maternal death. 


increase, or should the foetal heart tones indicate 
distress, Caesarean section is indicated. However, if 
there be no further abnormality, normal delivery will 
ensue. Version, application of Willett’s forceps, and 
any other interference, may be of value when in a 
tight corner, but results hardly justify their employment 
under any other circumstances. This fact is well demon- 


TABLE If. PLACENTA PRAEVIA : STILLBIRTHS 


Foetal Foetal 
Total Heart Heart Total 
Method No. Heard not Heard’ No. of 
Treated on on Stillbirths 
Admission Admission 

Conservative wa 40 2 7 9 
A.R.M. ‘eg se 22 7 4 
Version a ie 14 8 3 11 
Caesarean section . . 142 1! 3 
Leg brought down. . 4 l 2 3 
Forceps on aa 2 - 

Total .. aos 224 29 19 48 


strated by the figures for 1952, 1953 and 1954 of the 
maternity institutions falling under the aegis of the 
University of Cape Town (Tables I and II). 


of 224 mothers with placenta praevia, 2 were lost. 
Both were emergency admissions and both had versions 
performed upon and within them. 

Manipulations other than Caesarean section carry 
with them a very high stillbirth rate. The importance 
of accurately gauging foetal distress after rupturing the 
membranes cannot be overstressed. After all is said 
and done, if the foetus is used to compress its own 
placenta in order to arrest haemorrhage, obviously by 
the same mechanism it interferes with its own supply 
of oxygen. 

Two other factors to be kept in mind when dealing 
with placenta praevia are: 


These figures demonstrate the fact that in 3 years, out 
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(a) A posteriorly situated placenta, lying over the 
sacral promontory, diminishes the antero-posterior 
diameter of the inlet and thus may interfere with labour 
by producing disproportion, and the foetus, by its 
passage between placenta and symphysis, may interfere 
with its own oxygen supply. 

(6) When a Caesarean section is done for an anterior 
placenta praevia, the foetal haemoglobin should always 
be estimated, for the baby may be anaemic because 
of the loss of blood incurred whilst the placenta is 
incised during the operation.’ 

(c) The lower segment operation should almost 
invariably be done, for bleeding can then readily be 
controlled by packing or ligation of the uterine vessels. 
The pack may be removed vaginally 12-24 hours later. 


Placenta praevia is a formidable complication of 


pregnancy, and still is the cause of a number of maternal 
deaths, as will readily be observed from our figures for 
1943-54 (inclusive). 


TABLE Ill. PLACENTA PRAEVIA : MATERNAL DEATHS 
1943 2 Both non-booked 
1944 0 
1945 | Non-booked 
1946 | Booked 
1947 0 
1948 3 All non-booked 
1949 2 Both non-booked 
1950 0 
1951 0 
1952 2 Both non-booked 
1953 r 2 Both non-booked 
1954 0 


From these figures it will be seen at a glance that since 
1943, i.e. in 12 years, only | booked case was lost; 
12 out of the 13 mothers who died were non-booked 
patients. This alone is adequate proof that every preg- 
nant woman should receive antenatal supervision. 

The treatment of accidental haemorrhage can best be 
tackled by dealing with the most severe type first. For 
descriptive purposes the grading of cases of accidental 
haemorrhage according to Page, King and Merrill*' is 
as follows: 


Grade |. Mild cases, with slight external bleeding 
and possibly slight abdominal tenseness, without 
associated shock. 

Grade 2. Moderately severe cases, with relatively 
profuse vaginal bleeding, abdominal tenseness and 
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Grade 3. Severe cases, with abdominal tenseness 
and tenderness. All these patients are shocked. External 
bleeding may be absent, slight or severe. 

Should the patient be bleeding, it is of the utmost 
importance to note whether the blood clots. The 
absence of clotting may be indicative of a degree of 
fibrinogenopenia., *:!+9,10,18,26, 30 

It is obvious therefore that in dealing with the severe 
case the first line of treatment should be directed towards 
shock. In addition to grouping and typing the patient’s 
blood, the fibrinogen level is also estimated. In trans- 
fusing these patients fresh blood should be used.'® 

Whilst shock is being treated the following details 
should be observed and recorded at intervals of not 
less than } hour: 


1. Pulse rate and blood-pressure readings 

2. Measurement of the height of the fundus 

3. Girth measurement 

4. Whether there is vaginal bleeding and whether the 


blood clots. Should there be no clotting, estimations 
of fibrinogen,*:'-*-'.*6.3° and possibly factor 5, are 
imperative." 

5. An accurate intake/output chart should be kept. 
Urinary excretion is of vital importance. 

6. A vaginal examination should be made as soon 
as the patient is comfortable, in order to assess the 
degree of dilatation of the cervix. 

The question whether the membranes should be 
ruptured naturally is foremost in the minds of most 
obstetricians today.*:5:!!:1%,15,!8,19,26,30 On cold theo- 
retical, non-mechanical argument there seems to be 
every indication for rupturing the membranes. The 
liquor amnii, which contains vast amounts of throm- 
boplastin, is thus drained off and thus diminishes the 
risk of fibrinogenopenia and the fatal or near fatal 
haemorrhage that may follow in its wake.*° Termination 
of pregnancy may also be hastened by the rupture of 
the membranes. Pregnancy should be terminated by 
Caesarean section in the rare cases in which the pulse 
rate, girth, or fundal height increases despite treatment. 
Should the uterus not contract to stimuli, hysterectomy 
is indicated. However, fresh blood and possibly fibrino- 
gen should be at hand before such radical steps are 
taken. 

Our series of cases of accidental haemorrhage since 
1949, according to de Villiers,"' is relatively small but, 
although it is dangerous to come to any conclusion 


tenderness. No shock is present. based upon these figures, they are of interest (Table IV). 
TABLE IV. ACCIDENTAL HAEMORRHAGE (1949-54) 
Patients admitted not in labour (83) Patients admitted in labour (216) 
Grade Induction of labour or Spontaneous onset of labour Induction of labour or Spontaenous onset of labour 
Abdominal deliver) awaited abdominal delivery awaited 
Cases Deaths Cases Deaths Type of Death Cases Deaths Cases Deaths Type of Death 
2 14 0 27 3 P.P.H. (2) 4 0 111 1 Oliguria 
Oliguria (1) 
3 17 0 25 1 Oliguria 9 0 92 3 P.P.H. (1) 
(undelivered) Oliguria (2) 
Total 31 0 52 4 P.P.H. (2) 13 0 203 4 P.P.H. (1) 


Oliguria (2) 


Oliguria (3) 
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Jt will be noted that with rupture of the membranes or 
Caesarean section not a patient was lost. With our 
conservative measures, no fewer than 8 mothers were 
lost—3 from haemorrhage and 5 from renal causes. 
However, this comparison is not quite fair as 44 cases 
were dealt with ‘surgically’ and 255 conservatively. 

In the less severe types of accidental haemorrhage, 
the same precautionary measures should be adopted. 
In addition, an accurate check should be kept on the 
foetal heart tones. Whether membranes should be 
ruptured, Caesarean section done, or the patient treated 
conservatively, depends entirely on the findings. Sum- 
marily it may be stated that the membranes should be 
ruptured if bleeding persists. 

Clotted blood shows that uterine tone has not been 
lost. Caesarean section should be performed if bleeding 


persists despite rupture of the membranes, and/or if 


there are signs of foetal distress. Obviously, if the 
blood does not clot adequate fibrinogen therapy should 
be instituted, after due and rapid investigation. 

In mild cases the treatment is conservative and cir- 
cumstantial; i.e., it depends upon the period of preg- 
nancy, whether the condition is progressive, and the 
possible associated pathology, e.g. hypertension or 
toxaemia. 

Should our antenatal net be well spread, fewer mothers 
and babies will lose their lives, as is indicated by Tables 
V and VI. 


TABLE \ ACCIDENTAL HAEMORRHAGE EFFECT ON MOTHERS 
OF ANTENATAL SUPERVISION 
Grade 2 Grade 3 Total 
Cases Maternal Cases Maternal Cases Maternal 
Deaths Deaths Deaths 
Booked 49 l 25 0 74 1 
Emergency 107 3 118 4 225 7 
TABLE VI ACCIDENTAL HAEMORRHAGE: EFFECT ON BABIES OI 
ANTENATAL SUPERVISION (GRADE 2) 
Alive Dead Total 
Booked ; 23 26 49 
Emergency 35 72 107 


CONCLUSIONS 


The emphasis of my paper has been on the newer 
concepts of treatment of placenta praevia and accidental 
haemorrhage and the basic reasoning in these variations. 
In placenta praevia the swing has been towards gaining 
time in order to have more viable babies. The ultimate 
treatment depends upon the situation of the placenta, 
&. not only how ‘praevia’ it is but also whether it is 
anterior or posterior; and whether placental compression 
is inimical to foetal survival. 

Concerning abruptio placentae treatment obviously 
cannot be dogmatically laid down, because our know- 


UNION DEPARTMENT 


Union Department of Health Bulletin. Report for the 7 days ended 
43 February 1956. 

Plague, Smallpox: Nil. 

Typhus Fever, Cape Province: Five (5) Native cases in the Glen 
Grey district. Diagnosis confirmed by laboratory tests. No further 
cases have been reported from the Umtata and Tsolo districts 
‘ince the notifications of 26 January 1956. These areas may now 
'e regarded as free from infection. 
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ledge of this condition is as yet but scanty. Present-day 
treatment, therefore, depends upon the severity of the 
condition; mild cases require observation only and the 
severer cases either membrane rupture or Caesarean 
section, and the worst cases Caesarean hysterectomy. 
The possibilities of the development of a bleeding 
tendency and serious renal damage have to be kept in 
mind constantly. Fibrinogenopenia can be readily 
and satisfactorily treated. Oliguria and anuria are 
still most serious complications, the best treatment of 
which is prevention. 

It is evident that good antenatal supervision will 
minimize the incidence of accidental haemorrhage and 
its complications, as well as do much towards saving 
the lives of many infants and mothers in whom the 
placenta is ‘praevia’. 


I should like to thank Drs. J. N. de Villiers, P. F. M. du Toit 
and J. Hagberg for kindly furnishing me with the figures so neces- 
sary in a survey, and all the members of the staff, seniors and 
juniors alike, for having treated these patients. An over-all study 
is surely far superior to the study of the statistics of a particular 
individual. 
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OF HEALTH BULLETIN 


Epidemic Diseases in Other Countries. 

Plague: Nil. 

Cholera in Dacca (Pakistan). 

Smallpox in Moulmein, Rangoon (Burma); Phnom-Penh 
(Cambodia); Ahmedabad, Allahabad, Calcutta, Cochin, Delhi, 
Kanpur, Nagpur (India); Abadan (Iran); Chittagong, Dacca 
(Pakistan); Nhatrang, Tourane (Danang) (Viét-Nam.) 

Typhus Fever in Baghdad (Iraq); Cairo (Egypt). 
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Haemoptysis is a fairly frequent event in the course of 
mitral stenosis, occurring in 10-20°%% of cases. ‘Serious’ 
pulmonary haemorrhage occurs in about 3 cases per 
1,000.4 Usually the quantity of blood coughed up is 
small and the haemorrhage evanescent, but as much 
as a pint may be voided during one episode.* Death 
from massive haemoptysis is uncommon, and when it 
occurs it is usually due to suffocation. The haemoptysis 
by itself does not materially influence prognosis except 
possibly in those cases evidencing marked cardiac 
enlargement and congestive failure.® 

The commoner causes of pulmonary haemorrhage in 
mitral stenosis are (1) pulmonary oedema, (2) pulmonary 
infarction, (3) primary pneumonia, (4) acute cardiac 
failure, and (5) paroxysmal pulmonary haemorrhage. 
It is with the last that this paper is concerned. 


PAROXYSMAL PULMONARY HAEMORRHAGE 


The aetiology of paroxysmal pulmonary haemorrhage 
is obscure and it is believed that the case reported 
hereunder may help to dispel some of the existing 
confusion. The response to therapy although possibly 
fortuitous, is interesting. Theories on the mechanism 
of haemoptysis in paroxysmal pulmonary haemorrhage 
vary according to the suspected site of bleeding: 

1. Diapedesis of red cells with intact capillaries. 
Presumably this is associated with high pressure in the 
pulmonary circuit, since it is known that changes in 
left auricular pressure are accurately reflected in the 
pulmonary capillaries.* If this theory is correct then 
the sputum of these patients should show persistent 
staining, and this is not so. 

2. Great rises in pulmonary capillary pressure, resulting 
in rupture of capillaries and consequent haemorrhage. 
McGinn and White® studied 10 cases of acute pulmonary 
congestion in pure mitral stenosis. Of these, 5 had 
haemoptysis and 5 wheezing attacks only. Of all the 
attacks suffered by these patients, 70°, were preceded 
by paroxysmal tachycardia and 80% by exertion (with 
tachycardia). McGinn and White therefore concluded 
that the conditions produced by a strong right ventricle, 
together with tachycardia and a stenosed mitral orifice 
resulted in pulmonary oedema or frank haemoptysis. 
These conditions would produce a rise in pulmonary 
capillary pressure, with possible rupture and _ hae- 
morrhage (depending on local capillary fragility). On 
the other hand, Wolff and Levine,’ in a study of 50 cases, 
concluded that ‘predisposing factors were conspicuously 


absent’. Of their series, 46% had pulmonary infarction, 
which accounted for the haemorrhage. It is to be noted 
that 44% showed chronic auricular fibrillation, and 6% 
paroxysmal auricular fibrillation; and one patient had 
a haemorrhage during a bout of paroxysmal auricular 
tachycardia. Thus a good percentage of their patients 
were probably subject to rapid heart rates at various 
times, apart from any exertion. Wolff and Levine 
concluded that the haemoptysis was due to pulmonary 
hypertension with rupture of a ‘sclerotic vessel’. (They 
admitted that the possibility of rheumatic infection of 
the pulmonary vessels was not investigated despite the 
fact that there was known to be active rheumatism in 
24% of the cases). They thought that tachycardia was 
important as the right ventricle puts out more blood than 
can be passed through the stenosed mitral orifice. 

3. Rheumatic activity in small arteries, capillaries 
and veins, with necrotizing lesions and consequent weaken- 
ing and rupture of the walls. Little definite seems to be 
known about this aspect of the mechanism of haemopty- 
sis. Brenner! says that the capillaries and vessels are 
sometimes involved in a necrotic process and rupture 
easily, causing early haemoptysis in cases of rheumatic 
carditis. Small arteries are said to be involved in the 
rheumatic process in 20-40°% of cases of active rheuma- 
tism. 

4. Rupture of an arteriosclerotic pulmonary vessel, 
with or without aneurysm formation. The arguments 
against this as a common cause are similar to those in 
the next paragraph on varices. 

5. Rupture of bronchial varices. Ferguson, Kobilak 
and Deitrick* injected the pulmonary veins with particu- 
late matter too coarse to enter the capillaries, hoping 
to demonstrate communicating channels between the 
pulmonary veins and the bronchial veins. In normal 
controls anastomoses were clearly demonstrated as 
small spider-like venules in the submucosa, well away 
from the lumen. In the cartilage region the channels 
were somewhat larger. No dye entered the pulmonary 
arteries or capillaries, nor the bronchial arteries or 
capillaries. Non-rheumatic cardiac cases (hypertensives, 
syphilitics) showed larger bronchial veins than the 
controls. Six of 11 cases of mitral stenosis showed 
‘definite evidence of enlarged bronchial veins’, 4 showed 
greatly dilated bronchial veins along the longitudinal 
axis of the large bronchi. Normally blood flow is thought 
to be from the bronchial veins to the pulmonary veins. 


In mitral stenosis (the authors believe), the direction of 


flow is reversed, the blood passing through the azygos, 
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hemiazygos and intercostal veins to the right heart. 
Dilatation of the anastomotic channels ensues. Ferguson 
et al. conclude that ‘the haemoptysis which often accom- 
panies mitral stenosis, yet is not associated with 
pulmonary oedema or infarction, is probably caused 
by rupture or ulceration of these enlarged veins. This 
haemoptysis resembles massive bleeding from _hae- 
morrhoids and oesophageal varices, which, like the 
bronchial veins, are submucous shunts between large 
venous drainage areas. A severe coughing spell, mild 
ulcerative bronchitis or a rise in left auricular pressure 
could initiate such attacks of haemoptysis.’ It is signifi- 
cant that of the present authors’ 4 cases, the one surviving 
the longest (survival times: 1 day, 4 weeks, 3 months 
and 9 years) had the most marked evidence of collateral 
bronchial venous flow. This indicates that any collateral 
channel established would rather act to protect the 
pulmonary capillaries from acute rises in left auricular 
pressure, which are normally mirrored exactly in the 
capillaries.” 

In a series of 168 cases of haemoptysis described by 
Thompson and Stewart® ‘several cases’ were broncho- 
scoped but no varices were seen. When the fatal case of 
Isaacs et al.* was submitted to autopsy, no bleeding 
points were found, but these workers describe chronic 
passive congestion in the lungs and ‘marked intra- 
alveolar haemorrhages’. No definite vascular dilatations 
were found and the alveoli were filled with extravasated 
blood. 


CASE REPORT 


The patient, aged 31, a checker on the Railways, was first seen 
by one of us (G.R. McL.) in May 1950. At that time he presented 
with symptoms of angina of effort, precipitated by running, and 
relieved by rest. He complained of postural dizziness and was 
accustomed to sleep on two pillows. Physical examination re- 
vealed the following salient features: marked pallor, venous 
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pressure slightly raised, blood pressure 85/55 mm. Hg. There was 
no oedema and the liver was not felt. The apex-beat was in the 
Sth left interspace 1} inches outside the mid-clavicular line. The 
murmur of mitral stenosis was present and an aortic leak was 
regarded as a possibility. ECG showed marked auricular hyper- 
trophy. Hb 15-2 g.°%%. Red blood count 5-16 million per c. mm. 
leucocytes 12,200 per c. mm. and Wassermann reaction negative. 
On 1 February 1952 the liver was found to be enlarged. A ‘battery’ 
of liver function tests gave normal results. ESR 18 mm. per hour 
(Wintrobe), and Hb 14 g.%. 

The patient was again seen by one of us (R.M.) on 28 April 1953, 
when he gave a history of haemoptysis, occurring roughly once 
a month for the past 2 years, and often brought on by running. 
He maintained that he was dyspnoeic on effort, but that there 
had been no progression of this symptom. He had no swelling of 
the feet; he slept on 3 or 4 pillows because he had been told to 
do so by his doctor, but was quite comfortable when sleeping 
without any. He had occasional palpitation but denied any anginal 
symptoms. He complained of pain over the liver area. On ex- 
amination the venous pressure was found not to be raised and 
the lung fields were clear. The liver edge was felt 4 inch below the 
costal margin, and was tender. There was a rocking of the chest 
with systole, and the apex beat had a tapping quality. There was 
also a marked palpable impulse under the xiphoid cartilage. 
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Ausculation revealed a loud, high-pitched murmur occupying 
the whole of systole, best heard in the axilla. A low-pitched 
rumbling diastolic murmur was noticed to come and go. The blood 
pressure was 110/80 mm. Hg, and the ECG (Fig. 1) showed 
evidence of marked auricular and right ventricular hypertrophy. 
The chest skiagram is reproduced in Fig. 2. Screening of the 
heart showed a marked systolic expansion of the left auricle 
Laboratory investigations showed the following: 

(1) Relative plasma viscosity 1-93, normal control 1-70, water 
constant 1-00. 

(2) Hb 14-6 g.%; erythrocytes 4-99 millions and leucocytes 
7,200 per c. mm. (neutrophils 70%); P.C.V. 47°: E.S.R. 24 mm. 
in | hour (Wintrobe). (3) Gamma globulin 1-21 g.%. (4) The 
serum contained 25 units per c.c. of streptococcal antihaemolysin 0. 

The patient was given no treatment and was not seen again 
until 10 June 1953. On that day at 6 p.m. he suddenly began to 
cough up large amounts of blood-stained froth and pure blood. 
His doctor admitted him to a nursing home at 11 p.m., when he 
was seen by one of us (R.M.). He was distressed and dyspnoeic 
and was coughing persistently, producing mainly pure blood 
but occasionally bloody froth. Temperature 100°F. Crepitations 
throughout both lung fields. Ausculation of the heart revealed 
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only a tachycardia of about 120 beats per minute and a systolic 
murmur referred to above; no diastolic murmurs were heard. 
The calf muscles of the right leg were tenser than those of the 
left. and Homans’ sign was positive on the right. No localized 
tender areas could be palpated and there was no tenderness in 
the groin or along the course of the veins. 

The clinical diagnosis was that of a ruptured atheromatous 
pulmonary vessel (? aneurysm) with massive haemorrhage. Pul- 
monary embolism was considered as a possibility, especially in 
view of the signs present in the right leg, but it was felt that even 
if this were the case anticoagulants were contra-indicated by the 
profuseness of the bleeding. The patient was given } gr. of morphine 
and oxygen was administered. 

At 5.30 a.m. on 17 June a transfusion of 500 c.c. of whole 
blood was given and this was followed by 4 pints (2-2 litres) 
over the next 12 hours, because of exsanguination. No improve- 
ment was noted and as the patient’s dyspnoea became extreme, 
he was placed in an oxygen tent. Throughout the morning the 
haemoptysis continued unabated and at midday a pneumoperi- 
toneum of 2,000 c.c. of air was induced by one of us (A.I.L.) in 
the hope of arresting the bleeding. This resulted in a marked 
increase in the patient’s dyspnoea with abdominal pain and no 
decrease in the haemoptysis. At 4.30 p.m. the pneumoperitoneum 
was discontinued and 1,800 c.c. of air was removed. The hae- 
moptysis continued unabated, and it was therefore decided that 
bronchoscopy should be done in the hope of finding an isolated 
bleeding point that could be dealt with. 

The bronchoscopy was carried out under local anaesthesia 
at 6 p.m. by one of us (A.1.L.) and findings were as follows: ‘A 
large quantity of blood was aspirated from the bronchial tree on 
both sides. After aspiration blood continued to reaccumulate 
on both sides from the upper as well as the lower lobe orifices. 
The bleeding was obviously b‘lateral and generalized and did not 
originate from any single source. After bronchoscopy the throat 
rattle disappeared and the dyspnoea was relieved’. It must be noted 
here that nothing was done during the bronchoscopy which 
could possibly have influenced the bleeding. 

At 8.30 p.m. the bleeding was as strong as ever and the patient's 
general condition poor. It was felt that the bleeding was probably 
the result of a general capillary oozing and so he was given 150 mg. 
of cortisone by mouth, and a further 150 mg. at 10 p.m. He was 
also given | g. of ascorbic acid by injection and 60 mg. of Rutin 
4-hourly. At 10 p.m. (i.e. 14 hours after the first dose of cortisone), 
the bleeding ceased, and it did not recur. Small amounts of dark 
altered blood were coughed up during the next 2 days. Over the 
next few days all drugs were gradually tailed off and then stopped, 
and the patient was discharged on 20 June. « 

In view of the tendency towards massive haemoptysis and the 
evidence of marked pulmonary hypertension, and also the now 
persistently-raised venous pressure, it was decided to perform a 
mitral valvotomy. This was done on 17 July 1953 by one of us 
(A.L.L.). At operation a regurgitant stream was felt and the 
mitral valve was found to be tightly stenosed and calcified. It 
admitted only the tip of the index finger. An adequate split was 
obtained. At no time after the operation was the patient’s con- 
dition satisfactory and he died on the 3rd post-operative day in a 
state of peripheral circulatory failure. Permission for a post- 
mortem examination was not obtained. 


CONCLUSION 


The following facts in the above case are important, 
since they point towards a definite mechanism for the 
haemoptysis: 

1. Tachycardia as produced by effort, was regularly 
associated with bouts of haemoptysis. 
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2. During the patient’s massive haemoptysis (5 pints) 
tachycardia was again present. 

3. From the onset of bleeding the patient had remain- 
ed in a sitting position, or at most inclined backwards 
some 10-20 degrees, supported by pillows. Yet at 
bronchoscopy blood was seen pouring from ail the 
bronchial orifices in both lungs, from the upper as 
strongly as from the lower. 

4. The response to cortisone was dramatic; within 
14 hours of the first dose, no fresh bleeding occurred. 

5. At bronchoscopy no varices were seen. 

6. Rheumatic activity was known to be present. 

Conclusion. Analysis of the evidence available on the 
mechanism of haemoptysis in mitral stenosis, leads us to 
believe that paroxysmal haemorrhage may best be 
accounted for by the presence of a stenosed mitral valve, 
a strong right ventricle, and tachycardia. Probably 
although there is no direct proof of this—rheumatic 
activity in the smaller pulmonary capillaries plays an 
important part. This set of circumstances will cause 
rupture of the pulmonary capillaries with intra-alveolar 
haemorrhage, sometimes with pulmonary oedema, and 
this results in the coughing up of blood. The process 
is a generalized one, and bleeding from a particular 
point is entirely conjectural. Broncho-pulmonary venous 
shunts undoubtedly appear to exist, but their influence 
is mainly protective 

The only indication for bronchoscopy is the relief of 
dyspnoea due to accumulation of blood in the bronchial 
tree. 


SUMMARY 


The sources of blood in the sputum in cases of mitral 
stenosis are enumerated. 


2. The mechanisms of paroxysmal pulmonary hae- 


morrhage are analysed and discussed. 

3. A case of massive haemoptysis (5 pints) is 
presented, with bronchoscopic findings pointing to a 
definite aetiology. 

4. The effect of treatment with cortisone, although 
possibly fortuitous, suggests that further trials are worth 
while. 
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AMBULATORY TREATMENT OF PULMONARY TUBERCULOSIS * 


A SURVEY OF 221 
CHEST 


NON-EUROPEAN CASES TREATED 
CLINICS 


AT CAPE DIVISIONAL COUNCIL 


R. L. Tosias, M.B., Cu.B. (RAND.), M.R.C.P. (EDIN.) Physician, Groote Schuur Hospital. Part-time Tuberculosis 


Officer to the Cape Divisional Council Clinics. Consultant 


Physician to the Dr. Stals Tuberculosis Sanatorium, 


Westlake, Cape 


For the past 18 months ambulatory cases have been 
treated at the clinics of the Cape Divisional Council 
with streptomycin, PAS and INH. 

In view of the shortage of beds for non-Europeans, 
and the difficulties in keeping patients at rest in bed, 
it was decided wherever possible to treat all cases with 


these drugs without regard to the nature and extent of 


the lesion and without any special instruction concerning 
bed rest except for the very ill and toxic patient. 

In this survey an attempt is made to indicate the results 
which may be expected with this form of treatment. 

Patients seen at the clinics are referred there by their 
medical attendants or employers, or by the health 
visitors or health inspectors, and are persons who have 
symptoms referable to the respiratory system, who have 
been diagnosed as a result of a mass radiological examina- 
tion, or are known to have been in contact with persons 
suffering from pulmonary tuberculosis. 

The clinic approach to patients is as follows: 

1. On arrival at the clinic, histories are taken by the 
nurse (health visitor) in charge, with special emphasis on 


symptoms and contact history, and a record is made of 


weight and temperature. No clinical examination is 
made excepting where specially indicated (the numbers 
attending each session are extremely large). 

2. All patients over the age of 3 years are then screened. 
All definite and suspect cases are referred for an X-ray 
film in order to confirm the diagnosis and get a permanent 


record of the lesions for control during the period of 


treatment. These X-rays are repeated at first at 3-monthly 
intervals but when changes are likely to be minimal 
the period is prolonged to avoid overcrowding the X-ray 
department. 

With children under the age of 3 years, a tuberculin 
lest is done and, when positive, or where the clinical 
appearance of the patient indicates it, a film is taken. 
We do not regard the screening of young children as 
satisfactory. 

3. Weekly sputum tests are made on suspect cases 
until a positive result is returned, or until 3 negative 
results and a negative culture are returned; after this 
sputum tests are done at monthly intervals only. 

Treatment is commenced without waiting for sputum 
results, and the sputum is often converted to negative 
before all the tests have been made; often before 4 
specimens have been returned treatment has made it 
difficult for an early case to produce sputum at all. 

The erythrocyte sedimentation rate (E.S.R.)_ is 
measured by the Westergren method by one of the 
health visitors or clinic sisters who has been specially 


. . . . ~ 
A paper presented at the South African Medical Congress, 
Pretoria, October 1955. 


trained in this procedure; this test is repeated at approxi- 
mately monthly intervals during treatment. Owing to a 
technical fault early on in the commencement of this 
work, no comparative ESR figures are available for 
many of the cases, but | have the impression that a drop 
in ESR runs parallel with improvement in weight, 
sputum and radiological appearance in this series. 

The tuberculin test used at the clinic is either an Evan’s 
patch test or an Old Tuberculin intradermal test in a 
strength of 1/1000 or 1/500. At the moment negotiations 
are in progress to introduce the standard PPD intra- 
dermal test. 

4. The treatment adopted is ambulatory in every case 
except in seriously-ill patients, who are treated for short 
periods at home until sufficiently recovered to come to 
the clinic for injections. 

The drugs used are streptomycin, PAS and INH, 
in the following dosage for adults: (a) Streptomycin, 
| g. intramuscularly 3 times a week, (b) PAS, a total of 
12 g. daily in 3 divided doses, (c) INH, a total of 300 mg. 
daily in 3 divided doses. 

If on the first repeat X-ray, 3 months after commence- 
ment of treatment, improvement is satisfactory, PAS is 
discontinued and only streptomycin and INH are given. 
After 6 months or longer, streptomycin is reduced to 
twice a week only, and this regime is continued for 12-18 
months or, in some cases, longer. 

At any time during treatment a patient, if considered 
fit and non-infectious, is allowed to return to duty under 
supervision and, wherever possible, injections are given 
by the factory sister or special arrangements are made for 
injections to be given at the clinic at times convenient 
to the employee. 

In children under the age of 6 years, INH and PAS are 
given roughly according to Young’s formula, but 
streptomycin in the dosage of } g. 3 times a week whatever 
the age up to 6 years. Latterly, however, we have decided 
not to use PAS at all in children owing to toxicity and 
difficulty in administration and control. 


RESULTS 


The patients are surveyed here in 3 groups: 
Group 1: Children (non-European, mostly Cape 
Coloured) up to 6 years of age (60 cases), 

Group 2: Adults (Cape Coloured) male and female 
(139 cases), 


Group 3: Adults (African) male and female (22 cases). 


Group 1. Non-European Children up to 6 years of age, 
mostly Cape Coloured, (60 cases) 
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TABLE I. ANALYSIS OF GROUP TABLE V. RADIOLOGICAL CHANGES 
Admitted No Deterior- No 
Deaths Ab- to Cases Total change Improved ation record 

sconded Hospital Treated Treatment up to 6 

Treatment up to 6 months na 10 10 0 6 
months y S 4 12 26 50 Treatment longer 

Treatment longer than 6 months .. 1 7 (a) 1 1 

than 6 months 0 0 2 (a) Ny 10 Total .. ie 11 17 1 7 

Total 8 4 14 34 60 


(a) Both developed tuberculous meningitis 


TABLE Il. ANALYSIS OF THE 8 CASES WHICH DIED AND 3 CASES WHICH 
DEVELOPED COMPLICATIONS 


Period 
Age X-ray Appearance of Result 
Treatment 
(Mths.) 
9 No X-ray 5 days Died. 


4 months Died. 
3 months Died. 


20 Miliary infiltration 
17 Solid R.U.L. 


12 Bilat. disease huge cavities L. 23 days Died. 
lung. 
3. No X-ray 13 days Died. 


17 Blackout L. lung. Gross disease 30 days Died. 
R 


24 Gross bilat. disease 2 days Died. 

48 Huge hilar mass ‘a .. 21 days Died. 

30 —s RR. hilar glands. L. infiltration 30 days Tub. hip. 
from hilum to periphery. 

25 Miliary tub. ‘a ‘ed .. 8 months Tub. men. 

42 Right upper lobe solid with 6months Tub. men. 
miliary inf. 


TABLE Ill TOXIC EFFECTS OF DRUGS (10 CASES) 


Treatment Amount 


longer than Treatment less than 6 Months of 
6 Months Drug 
Epilepsy 
aggravated. 
Diarrhoea and rash - . PAS. 114 ¢. 
Diarrhoea and vomiting P.A.S. 209 g 
Rash (recommenced) Strep. 34 g 
Diarrhoea and vomiting P.A.S. 45 g 
Diarrhoea and vomiting P.A.S. 42 g 
Vomiting , : P.A.S. 42 g 
Rash , P.A.S. 282 g 
Diarrhoea (? worms) P.A.S. 147 g 
Vomiting P.A.S. 375 ¢ 
TABLE IV. CHANGES IN WEIGHT DURING TREATMENT 
Stationary Gain Loss 
Treatment up to 6 months 2 20 4 
Treatment longer than 6 months 0 9 (a) 1 (A) 
Total 2 29 5 


(a) One case developed tuberculous meningitis 
(4) Developed tuberculous meningitis. 


TABLE VI 
Deaths Absconded 
Treatment up to 6 months 1 (a) 4 
Treatment longer than 6 months : 1 (d) 2 (v) 
Total 2 6 


(a) Two cases developed tuberculous meningitis. 


Group 2. 
139 cases) 

The results of this treatment in children are considered 
as most satisfactory. Early diagnosis, however, is 
essential; most of the cases who died were extensively 
diseased. 

It would appear that tuberculous meningitis may 
develop despite fairly extensive treatment and apparent 
radiological improvement. 


Cape Coloured Adults, male and female 


TABLE VII. TOXIC EFFECT OF DRUGS IN ADULTS (11 CASES) 


Treatment less 
than 6 Months 


Treatment longer 
than 6 Months 


Amount of Drug 


Rash PAS 708 g. 
Indigestion PAS 204 g. 
Rash PAS 210 g. 
Diarrhoea PAS 550 g. 
Fever andrash PAS 96 g. (a). 
Nausea PAS 808 g. 
Giddiness S/M 111 g. (bd). 


INH 930 tabs. (50 mg.). 
INH 690 tabs. (50 mg.). 
S/M 105 g. (c) 


Joint pains 
Joint pains 
Rash and con- 
junctivitis 
Neuritis INH 462 tabs. (50 mg.) 
(a) Admitted to (6) Hypertension; (c) Asthmatic. 
hospital. W.R. +. 


TABLE VIII. CHANGES IN WEIGHT DURING TREATMENT 


Stationar) Gain Loss 

Treatment up to 6 months a 5 29 18 
Treatment longer than 6 months 0 37 16 
eee x a és 5 66 34 


The results of treatment are regarded as most satis- 
factory, although it is clear that certain cases will not 
recover or become non-infectious from this treatment, 
and will require to be hospitalized and receive the more 
complicated treatments which are only available in 
institutions 


ANALYSIS OF WHOLE GROUP 


Admitted Non-coop. 
to Treatment Left Cases Total 
Hospital Discontinued Area Treated 
16 3 2 52 78 
1 (d) 4 (e) 0 53 61 
17 7 2 105 139 


(a) Aged 58 years, sudden death, minimal tuberculosis, ? cause. 

(b) Aged 59 years, R.U.L. disease, sputum positive. ? Carcinoma complicating tuberculosis. 
(c) After 7 months’ treatment. 

(d) Sputum still positive after 7 month’s treatment. 
(e) Quiescent; patient working and unable to attend 
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TABLE IX. EFFECT OF TREATMENT ON SPUTUM 
No 
Positive Negative Specimen Total 
At commencement 
of treatment a 66 33 6 105 
Treatment less than 
6 months ; 10 (a) 26(b) 16 (e) 52 
Treatment more than 
6 months ms 4 45 (d) 4 53 
Total aa 14 71 20 105 


(a) 3 sputa positive on culture only. 

(b) 4 cases still active radiologically and clinically. 
(c) 2 cases still active radiologically and clinically. 
(d) 1 case still active radiologically and clinically. 


TABLE X. RADIOLOGICAL CHANGES 
No Deterior- No 
Change Improved ated Record 
Treatment up to 6 
months .. a 9 37 2 4 
Treatment longer 
than 6 months .. 5 41 5 2 
Total .. ne 14 78 7 6 
TABLE XI. FITNESS FOR WORK 
Fit for Fit 
Work Shortly Total 
Treatment less than 6 months 13 (a) 13 26 
Treatment more than 6 months 33 5 38 
Total al oa a 46 18 64 


(a) 3 patients never off work. 


Group 3. African Adults, male and female (22 cases) 

This group forms a problem. The results are not so 
satisfactory as in the first two groups, the reasons being 
that the Africans are a much more migratory group and 
are much more difficult to control. 

Despite efforts to keep even sputum-positive patients 
at work so as to maintain a better control over them, we 
have not been very successful, and the habit of Africans 
to return for prolonged holidays to their Transkeian 
homes each year has added to the difficulties. 
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TABLE XII. SHOWING NUMBER OF DEFAULTERS, WEIGHT CHANGES 


AND RADIOLOGICAL CHANGES 


Total 22 

Defaulters: males .. i a sii 7 (a) 
female .. “- . ate (b) 

Total 8 

Weight changes: lost weight 8 

gained weight 5 

no record . 1 

Radiological changes: ienpron ed 6 

no change a 

deteriorated 1 

no record 3 


) All allowed to work. (b) Left to have a baby. 


TABLE XIII. EFFECTS OF TREATMENT ON SPUTUM 
Necative Positive No Record 
Before Treatment ‘ia * 7 5 2 
Less than 6 months - = 5 l 3 
More than 6 months 3 2 0 
Total sa : 8 3 3 


SUMMARY 


A series of 221 Cape Coloured and African patients given 
ambulatory treatment for pulmonary tuberculosis is 
surveyed. The results are regarded as satisfactory: for 
children up to the age of 6 years when treatment is 
started early on, and for a large number of Cape Coloured 
adults, but not for Africans, in whom control is a serious 
difficulty. 

It is not intended that this treatment should take the 
place of hospitalization, but it would appear to be a 
fairly satisfactory substitute in cases for whom a hospital 
bed is not available or where the patient is unwilling to 
be hospitalized, and in cases where the lesion is minimal. 


My thanks are due to Dr. J. P. de Villiers, Medical Officer of 
Health, Cape Divisional Council for permission to publish this 
paper, to Dr. F. K. Mitchell, Assistant Medical Officer of Health, 
and the field staff of the Cape Divisional Council for their encourage- 
ment and assistance, and to all those medical practitioners who 
refer patients and cooperate in their treatment. 


PRIMARY RETROPERITONEAL TUMOURS 


A REVIEW OF TEN CASES* 


HyYMIE KATZ, Cu.M. 
Cape Town 


Retroperitoneal tumours in general form an interesting 
group which, because of their anatomical position, often 
give rise to difficulty in exact diagnosis. The group 
includes a large variety of pathological conditions, but 
in this review only the primary retroperitoneal tumours 
will be considered. These are tumours which are found 
in the retroperitoneal space, but do not arise from organs 
im that area. The definition would therefore exclude 
renal, adrenal and pancreatic tumours. 
interest to the general surgeon, gynaecologist and 
urologist alike, since they may may occur at any level 
between the floor of the pelvis and the diaphragm. 


* A paper presented at the South African Medical Congress, 
Pretoria, October 1955. 


They are of 


Because of the appearance of this type of tumour over 
a wide area, the symptoms are variable and may simulate 
those caused by disease of the chest, kidneys or stomach 
and may lead even to a diagnosis of obstruction of the 
small bowel. As a rule the symptoms are caused by 
pressure on neighbouring organs, but often symptoms 
are minimal and the condition presents itself merely as a 
large abdominal mass. 

These tumours are highly malignant and present a 
bad prognosis on account of their wide infiltration in 
the retroperitoneal space and their close relationship to 
vital organs. Wherever possible the tumour should be 
removed, for surgery offers the only chance of a cure. 
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In only 2 of my 10 cases (see below) was the tumour 


considered resectable. 

The incidence of these tumours as reported by the 
Radcliffe Infirmary, Oxford,* is 1 in 12,000 admissions; 
14 cases were described there in a period of 10 years. 
My own series, personally treated, comprises 10 cases 
in the past 7 years. Of these 10 cases 6 were male and 
4 female. 
females, except Donelly' whose figures correspond with 
mine—a proportion of 3 males to 2 females. The ages 
of my 10 cases varied from 7 to 73 years. The condition 
is found most commonly after the age of 50. 


CLINICAL FEATURES 


The vast majority of cases present as an abdominal 
swelling without any symptoms. As pain is not a pre- 
dominant feature, the tumour has already attained a 
large size by the time the patient reports the condition. 
Only when neighbouring organs are involved, will pain 
be a prominent feature, and the symptoms, which are 
produced by pressure and depend on the situation of the 
tumour, are variable and simulate many abdominal 
conditions. They include: 

(a) Symptoms referable to the siomach, e.g. nausea 
and vomiting, are seen with upper abdominal swellings. 

(b) Chest symptoms. Praecordial pain is caused by a 
tumour pressing on the diaphragm (case 1). 

(c) Obstruction of the small bowel is caused by adhesion 
to tumours in the region of the mesentery of the small 
bowel (case 3). 


(d) Renal symptoms. Uraemia will follow blockage of 


the ureters from infiltration by the tumour (case 10). 

(e) Urinary bladder. Frequency and dysuria may occur 
(case 4). 

(f) Referred pain is caused by infiltration of a nerve 
plexus (case 10). 

(gz) Oedema of legs may result from occlusion of large 
veins. 

(h) Distant metastases may produce symptoms (case 6). 

The presenting signs are those of large tumours, either 
solid or cystic. The majority are immobile owing to 
fixation to the posterior abdominal wall. Occasionally 
mobility may be a feature, in tumours which have invaded 
the root of the mesentery of either the small bowel or 
transverse colon. 

Special Investigations. Retrograde pyelograms are of 
the greatest diagnostic value and should never be omitted. 
The ureters being attached to the posterior parietal 
peritoneum can readily be displaced by a retroperitoneal 
tumour. A barium enema is also of great value and may 
reveal either displacement or indentation of the colon. 
For tumours of the upper abdomen, a barium meal may 
show pressure on the stomach. 


Histology 

The classification of these tumours is made difficult 
by their diverse histological appearances. According to 
Herdman,’ it seems possible to recognise 3 main groups 
of tumours which can be identified by their histological 
appearances: 


Group 1. Tumours of adreno-genito-urinary origin. 


These tumours are embryological remnants of the uro- 


Most authors report a preponderance of 
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genital apparatus and their origin can be explained on 
the basis of foetal rests or displaced embryonic tissue, 
They may therefore resemble ovarian, kidney or adrenal 
tissue. 

Group 2. Tumours of connective-tissue origin. To this 
group belong chiefly the lipomata or liposarcomata. 
As we know, lipomata very rarely undergo malignant 
changes except in the retroperitoneal space, where the 
incidence of malignancy is very high indeed. Some 
authors go as far as to state that lipomata in the retro- 
peritoneal region are nearly always malignant. 
Pemberton! showed that 10 out of 30 cases of retro- 
peritoneal lipomata showed malignant changes. More 
rarely leiomyomata and lymphangiomata have been 
described. 


Group 3. In this the origin of the cyst is unknown and 


the wall has a simple epithelial lining or is composed of 


fibrous tissue. 
Progress 

The majority of patients are dead within | year. In 
the present series of 10 cases, 2 are living, one 5 years and 
the other 18 months after operation. They were both 
localized tumours and were resectable, the first case 
being a lipoma and the other a cystadenocarcinoma. 
Treatment 

Surgical removal will give the best results. Unfortu- 
nately the majority of tumours by the time of their 
discovery have a very wide extension, are fixed to the 
posterior abdominal wall and involve vital organs. 
In these cases surgery may be extremely hazardous and 
unjustifiable. Where the tumours are localized they 
should be removed, even at the expense of a kidney or a 
portion of the bowel. Sound judgment will be required 
in these cases, for the surgery is of a considerable 
magnitude. The transperitoneal route is usually pre- 
ferred. A large number of tumours are radiosensitive 
and X-rays should be given in those cases where the 
tumour has been left in situ. 


CASE REPORTS 
Particulars of my series of 10 cases are set out below: 


Case 1. February 1953: A.L., a well-built European male aged 
55 years, weighing 215 lb, complained of praecordial pain for the 
past 4 months. He was thought to be suffering from coronary 
thrombosis, but the electrocardiogram did not support this 
diagnosis. Soon afterwards a large lobulated mass appeared in 
the left hypochondrium. It was of rubbery consistency and moved 
freely from side to side. He then developed dyspeptic symptoms, 
with poor appetite and loss of weight. Barium meal, however, 
showed no involvement of the stomach and later X-rays of the 
colon also proved negative. A laparotomy through a left-upper- 
rectus splitting incision revealed a large lobulated retroperitoneal 
tumour invading the root of the mesentery. This tumour was 
quite inoperable and the abdomen was closed after removal of 
gland for biopsy. Section showed the tumour to be lymphosarcoma- 
tous. After deep X-ray therapy the mass diminished considerably 
in size and pressure symptoms were relieved. Nevertheless the 
condition deteriorated and the patient died 9 months later with 
involvement of the glands in the mediastinum and root of the neck 

Case 2. November 1950: B.K., a European girl aged I1 years, 
complained of increasing adiposity specially confined to the 
abdomen. She felt perfectly well and weighed 128 Ib. The abdomen 
was very prominent and the limbs were well developed. The skin 
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was normal in appearance with no hirsutes. A large tumour, filling 
the right loin and extending to the brim of the pelvis, could be felt. 
A barium enema showed the ascending and transverse colon dis- 
placed to the left. An intravenous pyelogram demonstrated 
upward displacement of the right kidney. Through a right para- 
median incision, a large retroperitoneal lipoma was removed 
It measured 84 inches in its largest diameter and weighed 6 Ib 
Microscopy did not reveal any sarcomatous changes and the 
natient is alive and well 5 years later. This case has previously 
been reported, with illustrations 


Case 3. August 1950: C. v.d. M., a European male aged 45 years, 
was admitted to hospital with symptoms simulating a small-bowel 
obstruction. A mass was not palpable clinically, but at operation 
a well-developed retroperitoneal tumour was found in the left iliac 
fossa. A loop of small bowel, adherent to the tumour was 
responsible for the intestinal symptoms. After freeing the adhesions, 
an attempt was made to remove the growth but was abandoned on 
account of the marked vascularity and friability of the growth 
The tumour resembled a sarcoma and responded well to deep 
X-ray therapy. The patient was still alive when seen 2 years later 

Case 4. September 1945: A European soldier aged 43 years 
complained of marked frequency of micturition. A mass the size 
of a golf ball could be felt in the hypogastrium. Rectal examination 
revealed a normal prostate but on cystoscopy an extra-vesical mass 
could be seen indenting the bladder anteriorly. At operation, 
through a suprapubic abdominal incision, the tumour was found 
to be occupying the cave of Retzius. The tumour was not removed 
and its histology was that of a cellular sarcoma. It responded 
readily to deep X-ray therapy. The patient was still alive 10 months 
later. 

Case 5. November 1954: Mrs. D.F., a European female aged 
45 years, presented with a large abdominal swelling resembling a 
full-term pregnancy. She complained of abdominal discomfort 
from increased intra-abdominal pressure. She looked and felt well 
4 plain X-ray of the abdomen excluded pregnancy. At operation 
a large cystic tumour, the size of a rugby football, was found. 
At first it was deemed to be resectable but, owing to extensive 
retroperitoneal spread in all directions, the tumour was left in situ. 
It resembled a cystadenoma of the ovary with multiple loculations 
and extreme vascularity. Great difficulty was experienced in closing 
the abdomen. There was no response to deep X-ray therapy and 
the patient died 6 months later. 


Case 6. February 1952: F.C., a Furopean male aged 65 years, 
complained of a painful swelling of the costochondral junction of 
the 4th rib on the left side for 4 months. Apart from this swelling 
he had no symptoms. The swelling was the size of a golf ball, 
bony-hard and attached to the chest wall. He was thoroughly 
investigated and his lungs and gastro-intestinal and renal tracts 
were X-rayed for evidence of a primary malignant tumour. An 
X-ray of the ribs did not reveal any bony destruction or periosteal 
reaction. He did not respond to antibiotics or deep X-ray therapy 
Four months later he developed symptoms of intestinal obstruction. 
His general condition had deteriorated but there was no abdominal 
swelling present. A barium enema revealed indentation of the 
sigmoid colon due to pressure from without At operation a 
retroperitoneal tumour filling the left iliac fossa and pressing on 
the colon was found. The tumour was not removed owing to its 
fixity and wide infiltration. The patient died 6 weeks later 

Case 7. June 1955: Mrs. E.P., a European female aged 75, 
presented in a very similar manner to Mrs. D.F. (case 5). The 
swelling was situated mainly in the lower abdomen. She had lost 
50 Ib in weight and her general condition was poor. A large 
retroperitoneal mass involving the lower abdomen and pelvis was 
found at operation. It strongly resembled the tumour in case 5 
ind it was difficult to decide whether it was primarily ovarian in 
origin. The tumour was considered not resectable and the patient 
died 3 weeks after the operation 

Case 8. August 1954: G.H., a European female aged 54 years, 
Presented with a swelling in the left iliac fossa of 4 months’ duration. 
The swelling was the size of an orange, of rubbery consistency and 
movable from side to side only. It was difficult to decide whether 
the tumour was of pelvic origin or had arisen from the large bowel 
A barium enema, however, suggested that there was no connection 
with the colon. As she was experiencing a fair degree of pain and 
as the diagnosis had not been established, an exploratory operation 
was performed. The abdomen was opened through a muscle-cutting 
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incision as used for appendicectomy. A tumour was palpable in 
the left flank extending retroperitoneally. The posterior parietal 
peritoneum was incised laterally to the descending colon in order 
to open the retroperitoneal space. A greyish tumour, rather 
vascular, presented and was found to be attached by a broad 
pedicle to the posterior aspect of the descending colon. As it was 
virtually impossible to dissect this tumour from the bowel, a partial 
resection of 6 inches of large bowel was carried out and an end-to- 
end anastamosis performed. Drainage tubes were placed both 
intra- and extra-peritoneally, down to the resected portion of bowel. 
The patient made an uneventful recovery. The histology of the 
tumour showed features of a serous capillary cystadenocarcinoma 
resembling ovarian tissue. 

Case 9. March 1955: H.P., a European male aged 72 years, 
was admitted with pyrexia of unknown origin which had lasted for 
2 months. Examination revealed marked tenderness in the left 
loin but there was no evidence to suggest that this was of renal 
origin. A plain X-ray of abdomen and chest revealed that the 
diaphragm was markedly raised, suggesting a subphrenic collection. 
A blood count showed marked anaemia but no polymorphonuclear 
leucocytosis. At operation, through the bed of the 12th rib, a 
large retroperitoneal haematoma consisting of old blood-clot was 
found. The left kidney showed no signs of trauma or other path- 
ology. The patient died 2 weeks later and at autopsy was found to 
have a large retroperitoneal tumour with degenerative changes. The 
haematoma had been caused by a large haemorrhage into the 
tumour. 

Case 10. July 1955: R.B., a European boy aged 7 years, was 
admitted to the Victoria Hospital, Wynberg, complaining of pain 
down the right lower limb and severe constipation. He looked ill 
and was pale and undernourished. No pathological condition 
could be detected in the limb but a hard fixed mass was palpable 
in the right iliac fossa. In addition, a soft cystic intra-abdominal 
swelling presented in the umbilical region. Except for a mild degree 
of anaemia the blood picture was normal. On rectal examination 
a rock-like mass attached to the side wall of the pelvis was palpable. 
At laparotomy it was found that the mass practically filled the 
pelvic cavity, causing marked pressure on the rectum and dis- 
placing the bladder upwards towards the abdominal cavity, thus 
explaining the cystic mass which was present on examination. 
Similar retroperitoneal masses were found in the right iliac fossa 
and in the region of the 3rd lumbar vertebra. The tumour masses 
were deemed to be irresectable on account of their fixity and close 
proximity to the rectum and ureters. A biopsy report revealed a 
leiomyosarcoma, and deep X-ray therapy was recommended. 
The pain down left limb could be explained on the basis of sciatic 
nerve involvement. There was no response to deep X-ray therapy 
to the primary masses and the child died 4 months later. 


SUMMARY 


Retroperitoneal tumours are an interesting group of 
tumours occurring in the retroperitoneal space. Only 
the primary tumours, which have no relationship to 
organs in the retroperitoneal region, have been described. 
They are of interest to the surgeon, urologist and 
gynaecologist on account of their wide distribution. A 
series of 10 cases of primary tumours is described. They 
are highly malignant and offer a poor prognosis. Only 
2 cases out of the 10 have lived longer than 18 months. 
The histology is extremely difficult and an attempt has 
been made to classify the tumours on_ histological 
grounds. These tumours present in a protean fashion 
with a wide variety of signs and symptoms, and they 
are facinating subjects for the clinician’s diagnostic 
acumen. 
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CONSULTANT AND SPECIALIST REGISTER 


JAMES BLack, M.D., F.R.C.O.G. 


Johannesburg 


Much has been written and many debates have taken place on the 
question of whether there should be a Consultant or Specialist 
Register. A decision must be reached by the South African Medical 
and Dental Council in the comparatively near future on what 
advice to tender to the Minister of Health, and I feel, as an elected 
member of the Medical and Dental Council, that it may be advisable 
to place before the medical profession my reasons for favouring a 
specialist register. 

In some ways | feel I am in a unique position to express an 
opinion for, of my 474 years of active medical practice, the last 
264 years have been spent in specialist practice and 21 years were 
spent in general practice. As a member of the Federal Council of 
the Medical Association for the last 18 years and of the South 
African Medical and Dental Council for the last 7 years, I have 
had an excellent opportunity of hearing the views expressed by 
various sections of the medical profession and of watching the 
development of specialism, which to my mind is one of the in- 
evitable revolutionary changes brought about by the marvellous 
developments in medicine which have taken place during the last 
40-50 years. 

Furthermore, I think I can say that any views which I express 
can be accepted as completely unbiased. At my time of life | am 
well aware that my role as a consultant or specialist must inevitably 
become less and less and whatever decision is reached is therefore 
unlikely to affect me to any great extent; nor have I any relations 
in the Union practising medicine or taking up medicine as a career. 


The 1937 Resolution 

I was not present at the Medical Congress held at Pietermaritz- 
burg in 1937, when the resolution was passed calling for a consul- 
tant register. I think, however, we can take it for granted that the 
resolution implied dissatisfaction with the prevailing conditions 
re specialism at that time and that it gave expression to a widely- 
held opinion that something should be done by way of statutory 
provision to ensure a proper training of those medical practitioners 
who set themselves up as specialists. I do not intend to enter into 
any discussion of the decision of the then Medical Council to 
establish a specialist register instead of a consultant register. I 
would only like to say that I had a high regard for its members 
and am sure that no selfish motives influenced their decision and 
that they honestly believed the specialist register was the only 
practical solution. (It should always be remembered that the 
Association ultimately agreed to the establishment of a specialist 
register.) 


The Referendum 

Now let me come to the referendum held by the Association. 
Incidentally, | have been blamed for voting against the holding of 
a referendum by the Medical and Dental Council; I voted against 
it because I did not consider that it was a function of that Council, 
and I think Dr. Braun, the mover of the motion, admits that now. 
After all, the Medical Council might just as well have been asked 
to take a referendum of the public, for the Medical and Dental 
Act was chiefly intended for the benefit of the public. I heartily 
agreed with the decision of the Medical Association to conduct a 
referendum and did my utmost to try and make it a success. But 
no matter how carefully a questionnaire is framed it is often difficult 
to interpret the result and that is the case in the present instance. 
To me it was a great disappointment to find that only about 37%, 
of the profession voted; in other words approximately 63%, of 
our colleagues appeared to look upon it as a matter of no impor- 
tance to them. Then again, various interpretations of the result 
have been made and I would only add that I believe if those who 
voted for a consultant and specialist register had the opportunity 
of voting again and were told that it was not possible to have the 
double register, practically al! of them would vote for a specialist 
register. Supposing this were the case then about 1,200 would 
have voted for a consultant register and about 1,000 for a specialist 
register—a difference of about 200 votes (and a great deal of 
propaganda took place in favour of a consultant register and 
practically none in favour of a specialist register). My inter- 


pretation will be questioned but | am as much entitled to my 
interpretation as others are to theirs. 3 

It has been stated by those in favour of a consultant register 
that the referendum is ‘overwhelmingly’ in favour of a consultant 
register. I cannot subscribe to the use of such an adjective in this 
connection and feel that 200 votes are too few to alter the whole 
basis of the past and present methods of medical practice. Re- 
member there are some 7,000 registered practitioners in the Union. 
The ultimate decision of course rests with the Minister (i.e. the 
Government) and all we can do, as members of the Medical 
Council, is to offer him advice. Personally, as a result of the poor 
response to the questionnaire and the actual voting of the 37° | 
say quite frankly that I cannot bring myself to advise the Minister 
to alter the law in order to bring about such a revolutionary 
change as a statutory compulsory register confined to consultants. © 


Consultant and General Practitioner 

Many of our members, especially our younger members, have 
been led to believe that all the trouble between general practitioners 
and specialists started after a specialist register was introduced. 
This of course is a travesty of the truth. I remember how annoyed 
1 used to be when I found, as a general practitioner in Springs 
30-40 years ago, that patients went behind my back and consulted 
specialists or so-called specialists in Johannesburg, and I could 
quote many examples—I well remember one patient who saw 3 
specialists in one day! But as I grew older this did not worry 
me for I found that ultimately most of these patients came back 
to me; and I feel certain that if a general practitioner knows his 
work well, realizes his limitations, and endeavours to be a real 
friend of the patient and his family, he has little to fear from the 
specialist. More than ever I feel that the general practitioner has 
a great role to play in the scheme of medical service, but I also 
believe that the introduction of a consultant register will do nothing 
to enhance his status. Status depends upon one’s own work, on 
one’s own personality and not on running down the other fellow. 
If | had remained a general practitioner, | should have been angry 
with some of my general-practitioner colleagues who today seem to 
be always talking about deploring and emphasizing their loss of 
status and calling themselves second-class practitioners. If | 
believed for one moment that the adoption of a consultant register 
would restore the status of the general practitioner and resolve 
the difficulties between general practitioners and specialists | 
should vote for it with both hands. I do not believe it. 

Whatever we do, the specialist will remain an integral part of 
our medical service. The huge development of medicine in the 
last half-century has brought about the great increase in the 
number of specialists. This problem is one which affects the whole 
world and not South Africa only, and is therefore not caused by 
the specialist register, as is so often implied. It affects not only 
general practitioners, specialists and consultants but it vitally 
affects the public as a whole. The public cannot be ignored nor 
can they be dragooned into accepting any decision a medical 
association may consider desirable. They are very much alive to the 
benefits to be derived from the progress of medical science, and 
take a much more intelligent interest in their health and their 
diseases than the last two generations did. They expect more 
and, as in other walks of life, they realize that on the whole they 
are likely to get more expert treatment from a medical specialist 
who has made a special study of a certain branch of medicine than 
from one who has to deal with all branches. This is not an opinion; 
it is simply stating a fact which has been expressed to me by many 
patients and personal friends and it seems unwise to shut our 
minds to the truth just because it may be an unpleasant truth 


The Doctor-Patient Relationship 

It seems to me that the profession has two big problems: One is 
to see that those who profess to be specialists in a particular line have 
had a certain minimum training, and the other that the public is 
educated to the advantages of having a regular family practitioner, 
one of whose functions should be to call in a specialist when the 
need arises. The former problem is much more easy of attainment 
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than the latter, which is the one with which I am concerned at the 
moment. I must say it interests me greatly to see how much stress 
is being laid by many, especially younger, general practitioners on 
‘getting back to the old days’ while I, as one of the old brigade who 
can look back further, must emphasize the fact that we can never 
go back to the old days. I refer of course to the old doctor-patient 
relationship. One might as well say that we must go back to the 
other conditions which prevailed in those good old leisurely days. 
How many newly-qualified practitioners for instance are prepared 
to do most of their visiting rounds on a push bicycle or on horse- 
back or with a horse and trap, as I had to do in 1911, when I 
thought nothing of a cycle run of 6 to 12 miles? Far from decrying 
the old doctor-patient relationship, I consider it was the ideal 
relationship for those times and I still believe it can obtain in 
country practices and in towns in a good-class type of practice. 
But can any general practitioner whose patients are chiefly in 
benefit societies or medical aid societies say that he is really the 
friend and counsellor of the families he attends? Several doctors 
may be attending in the same house, because the father, mother 
and adolescent children may come under different benefit societies. 

The happy doctor-patient relationship depended chiefly on the 
attitude of the practitioner himself—he was a friend of the family 
and ‘a man who'd have friends must show himself friendly’. 
Unfortunately there is not the time nowadays to develop the type 
of friendship which prevailed in those early days, and I think we 
are merely deluding ourselves if we think it is possible to return 
to those days. If general practitioners honestly face the problem 
| think they must admit that they cannot possibly give the type of 
service given in those old days, and I am quite convinced that, if 
the specialist register were done away with tomorrow, it would 
make no difference to the doctor-patient relationship; no law will 
bring those old days back. That type of practice was suitable for 
that particular period, and even today the more amy doctor can 
make use of this art of pleasing and gaining the confidence of his 
patient the more successful is he likely to be. Many patients 
nowadays, though they deplore the passing of this happy relation- 
ship, state that what they want from a medical attendant now is 
not sentiment but science—they want the man who knows his work, 
the man who is most capable of diagnosing what is wrong with the 
machinery and the man who is an expert in repairing that 
machinery. 

I am not condemning the general practitioner; I know very well 
what his difficulties are and I sympathize with him, for I think his 
chief difficulty 1s finance. In the old days as general practitioners 
our income seemed very small. At the end of my first year of 
married life my income from practice was £507; but that amount 
in those days was equal to £1,500-£2,000 a year today, for our 
expenses were comparatively low—a bicycle cost less than a 
present-day motor car!—and in proportion we were paid more for 
our work. In 1911 private fees were 10s. 6d. per consultation or 
visit and if one had to travel 6 miles out the fee was £2 2s. Nowadays 
a practitioner in Johannesburg may travel 6 miles in the town itself 
and receive half, or even less than half, the amount I received in 
1911. It is unfortunate that cost of living was not added to medical 
fees at 5-yearly intervals since 1911! The present-day general 
practitioner is therefore forced in the course of a day to see far 
more patients than his predecessor in order to make a living 
commensurate with his outlay, experience and standing in the 
community; so naturally he has not the time for the social 
courtesies which contributed much to the pleasant doctor-patient 
relationship. 

Specialist Practice 

It is not fair, however, to blame the specialists for the present 
Situation, when it is due to a variety of causes such as (1) the greatly 
increased cost of living, (2) the phenomenal development of 
medicine, (3) the huge industrial development which has brought 
about a great change in the type of medical service, and (4) the 
changed outlook of the public about the medical service they want. 
| would like to warn my general-practitioner colleagues and friends 
hot to expect the introduction of a consultant register to bring about 
Utopia for them. 

It may appear to the reader that all my remarks refer to the 
general practitioner’s troubles and failings and that I have no 
criticisms to offer about specialists. Let me say that specialists 
like general practitioners consist of a cross-section of the popula- 
tion, and their ideals do not differ from those of general practitioners 
and the public generally. The large majority of them are also 
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imbued with a desire to ‘play the game’ by their colleagues and 
the public, and it distresses me to hear it suggested that most of 
us have specialized merely because we shall be able to earn higher 
incomes and have an easier life. In my own case at any rate that is 
not true, for as a specialist obstetrician I worked harder than I did 
as a general practitioner and I should probably have been better-off 
financially if I had remained in the excellent practice I left in order 
to specialize. Too many irresponsible statements are made by 
colleagues regarding specialists, and I should like to impress on 
those who have not specialised that they have little idea of the 
difficulties and strains in the hard struggle to reach specialist status, 
or of the financial hardship encountered by would be specialists 
both in their training period and in the first few years of attempting 
to establish themselves. Many fall by the wayside. 

We hear a great deal about the delinquencies of specialists and 
the way in which they have taken over patients from general 
practitioners. Sometimes unfortunately this does take place, and 
in such circumstances I consider that the general practitioner has 
real cause for complaint. Still I consider it most unfair that all 
specialists should be included in this category when probably a 
large majority are doing their utmost to play the game by their 
general-practitioner friends. 


CLASSIFICATION OF SPECIALIST’S PATIENTS 
The patients of a specialist fall into several categories: 


1. The patient who comes to the specialist through a general practi- 
tioner 


This is of course the ideal we should all like to attain, and it 
occurred to a greater extent 30-40 years ago than it does now. In 
such a case most specialists report and send the patient back to 
the general practitioner, unless the latter requests the specialist to 
take over the treatment of the case. If a specialist takes over such 
a case without the consent of the genera! practitioner the latter 
has a perfect right to lay a complaint with the Medical Council. 
A few such complaints would probably do a world of good; during 
the 7 years | have been a member of the Medical Council I cannot 
remember a single case of such a nature being brought before it. 
Is one therefore justified in thinking that this oft-repeated accusation 
is probably not nearly as common as propagandists in favour of 
abolishing the specialist register would make out? 

Here I should also like to draw the attention of general practi- 
tioners to a most unfortunate development during the last 25 years— 
a development which apparently they do not realize is doing them 
a great deal of harm and breaking down the doctor-patient relation- 
ship. I refer to the fact that most so-called consultations are not 
consultations at all as they used to be understood. 

When I was a general practitioner it was not uncommon for me 
to arrange a consultation in Johannesburg, 30 miles away. I used 
to give the consultant or specialist personally a history of the case 
and the treatment carried out and then discuss with him the 
diagnosis, prognosis and treatment; in this way one usually arrived 
at a satisfactory conclusion. In the event of my being unable to 
be present at the consultation, | always sent in a written history of 
the case (as stressed in Dr. Campbell Watt’s excellent book A Guide 
to Medical Ethics, published in 1923, when he was a general 
practitioner in Pietermaritzburg and President of the South African 
Committee of the British Medical Association). These two ways 
are the only satisfactory methods of consultation. 

But what happens in the bulk of cases in these modern days? 
In my experience, the commonest form of letter accompanying 
a patient is, ‘Herewith Mrs. So and So, please see and advise’— 
not a word regarding previous history or treatment or what the 
doctor has told the patient. In many cases there is not even a letter; 
the doctor has made the appointment with my receptionist by 
telephone and has told the patient to give me the history herself! 

Now this behaviour is doing the general practitioner a great deal 
of harm; he would be surprised at the remarks made about him 
by the patients regarding his attitude and ‘lack of interest’. He 
might be even more surprised to know how many specialists do 
their utmost in the circumstances to foster the faith of his patient 
in him. 


2. The patient who has a doctor but comes to the specialist 
direct 

This is the type of case which probably gives rise to most resent- 

ment on the part of the general practitioner. Often the resentment 
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is justified; on the other hand the attitude of the specialist who 
endeavours in such cases to play the game by his general-practitioner 
colleagues has not been fairly stated. 

I have no sympathy with the specialist who says he will see any 
patient who wants to consult him direct. Like many of my specialist 
colleagues I always try to find out first of all if the patient has a 
general practitioner; and if I discover that she is being attended to 
at that time for the condition about which she is consulting me, 


then as a rule | refuse to examine her. In fact | consider that if 


I saw her | might lay myself open to disciplinary action by the 
Medical Council under Clause 14 (2) of the Ethical Rules (dealing 
with supersession). In such cases I usually spend a considerable 
time in trying to explain to the patient the reasons for my action, 
and in many cases it is most difficult to convince her that my action 
is a reasonable one; she puts it down to ‘this stupid medical 
etiquette’. Needless to say, I te!l her that I shall be only too pleased 
to see her in consultation with her own doctor and all she has to 
do is to tell him she would like him to consult me in connection 
with her case. In most cases I never hear of the patient again. 
I make exceptions in certain cases and that applies particularly 
to patients who come from the country—some distance from 
Johannesburg. If, for example, a patient has travelled 30, 40 or 
even hundreds of miles into Johannesburg to consult me, then it 
appears to me a very discourteous action simply to turn her away 
and refuse to see her. Under such circumstances | inform her that 
1 shall only see her on condition that she gives me permission to 
communicate with her own doctor. In this way, I feel certain I do 
much to further the doctor-patient relationship, by satisfying the 
patient and by sending her back to her general practitioner with a 
renewed confidence in him, for many of these patients come to 
a specialist because they are not satisfied with the progress they 
have been making and they do not know what steps to take to 
satisfy themselves that everything is being done that should be done. 

Often they think their doctor would be offended if they suggested 
a consultation. When I point out to the patient that I also do not 
wish to offend him, she usually sees reason and decides either to 
see her doctor first and then return to me with a letter from him 
or allow me to examine her and write him, giving him my reasons 
for seeing her. 

This appears to me to be a reasonable, courteous attitude to 
adopt towards the patient and the practitioner. I am sure it has 
prevented many a general practitioner from losing patients. 

That is one type of patient who has a doctor but comes direct 
to the specialist; but there are other types. There is the one who 
does not wish to consult the family doctor for a gynaecological 
complaint. All sorts of excuses are given. ‘He is a personal friend 
of ours and I might meet him at dinner a few nights after consulting 
him.” ‘He is a relative of mine and I should not dream of consulting 
him about this.” ‘He is too young.” Thus the gynaecological 
specialist is often put in a difficult position, and I think the only 
thing to do is to treat each case on its merits. I usually try to 
persuade such patients to see their own family doctor, but in many 
cases it is impossible to get them to do so and I do not see how I can 
force them. In some cases I succeed in persuading the patient to 
allow me to write to her doctor, pointing out that he should at 


least be acquainted with all her complaints and diseases, and if 


any operation is required it is imperative that he should know. 

In some cases I find the general practitioner is on holiday and 
the patient refuses to see a locum or assistant. In these cases I 
consider it is sometimes an advantage to the general practitioner 
to see the patient on the understanding that she allows me to write 
him. 

Again I have seen cases on whom I have operated before, and 
the general practitioner has gone overseas for some considerable 
time, e.g. to specialize, or has retired or died. In such cases | usually 
examine the patient and advise her to make up her mind about 
having another family doctor. 

Sometimes, however, it is difficult to play the game, as when the 
patient volunteers the information that she wanted to come to me 
in the first instance but that her general practitioner had insisted 
that she should consult some other consultant or specialist whose 
name she might not even know; or when the general practitioner 
has informed her that there is no need for a consultation as he is 
‘as good as any specialist’. Some of my friends may hardly believe 
such statements but I can assure them I speak from personal 
experience. 


Fortunately | do manage to persuade most of these types of 


patients to allow me to write to their doctors. I regret to say, 
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however, that I do not get an acknowledgment from one general 
practitioner out of ten. I often ask myself why. Is it merely lack 
of courtesy or is it resentment? I cannot understand this attitude. 
I have always acted on the principle that if one has a grievance 
against a colleague one should go to him and ‘have it out’ with him 
In nearly all cases misunderstanding will disappear and thus what 
might become a constant grudge and even enmity may lead to 
friendship— instead of an opponent one may have a real colleague 
Such is my teaching to students in my lectures to them on Medical 
Ethics and I feel certain that if such a spirit prevailed between 
individual general practitioners and specialists, much of the present 
trouble would disappear. 


3. The patient who comes direct and has no general practitioner 


This type of case includes the woman who has come to settle in 
a town from elsewhere, or the woman who has always been healthy 
and therefore has no general practitioner. If such a patient wishes 
to consult a specialist direct is it reasonable to take up the attitude 
that she cannot do so, that she smust consult a general practitioner 
first of all or that she must get a general practitioner, though he 
knows nothing about her, to give her a letter to the specialist? 
In other words, is the ‘free choice of doctor’ (one of the profession's 
long-cherished ideals) to be restricted to ‘free choice of general 
practitioner’ ? 

Personally | cannot agree to this restriction and in this matter 
I believe we must very seriously consider the attitude of the public. 
I have been very interested in the reaction of several non-medical 
friends when I have discussed this subiect with them. Invariably 
the answer is, “Not on vour life; if I think Dr. So and So is likely 
to give myself, my wife or my children the best attention and 
treatment in any particular instance, then I claim the right to go to 
him direct if I want to’. The analogous position regarding solicitors 
and advocates makes no impression on them. There is a sentiment 
about medicine which does not obtain in law. 

The Medical and Dental Council must take a wide view of the 
subject and, as a member of that Council, | say quite frankly that 
i cannot recommend to the Minister that the public must have no 
right to go to a specialist direct. I cannot conceive of any Minister 
asking Parliament to consider such a measure. If, therefore, it is 
not practical politics, is there any need for us to discuss the matter 
further, or is there anything more we can do to improve the 
position? I think we, as a profession, can help only by trving to 
educate the public on the importance to every family of having its 
own general practitioner and I very frequently tender that advice 
to the particular class of patient which I am discussing now 
Naturally such advice should carry with it the implication that every 
general practitioner will make a first-class family practitioner, an 
ideal probably difficult to attain. The profession would set a good 
example if every medical family had its own generai practitioner 


4. The patient who insists on having the services of a specialist 
obstetrician during pregnancy, labour and puerperium 

The general practitioner condemns the specialist wholeheartedly 
for having ‘pinched’ these cases from him, and holds that all 
maternity work should be left to him and that the specialist should 
be called in only in consultation or emergency. Now could we 
enforce such a regulation? Would the public tolerate it? I do not 
think so. Can we tell a worried husband who comes along to say 
that he wants a certain specialist obstetrician to attend his wife 
that she cannot have his services but that she must go to a general 
practitioner? His answer is likely to be “I am determined that my 
wife shall get the best treatment possible. Dr. So and So is the 
doctor we want and we are going to him’. Sometimes he adds, 
‘| know that many general practitioners always send their wives 
to a specialist for their confinements, and why should I not be 
allowed to do the same?’ 

Do not imagine that | think all specialist obstetricians are better 
than some general-practitioner obstetricians, many of whom are 
excellent but, by and large, it is difficult to refute the preference for 
a specialist. Many of us who were in general practice for years 
and then devoted ourselves to specialist obstetrical practice probably 
realize better than others what our shortcomings were 


CONCLUSION AND SUGGESTIONS 


These remarks have expanded beyond what I had intended when | 
started, and although much more could be added, I have said enough 
to show that the question of specialists andor consultants, the 
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relationship between general practitioners and specialists and/or 
consultants, and the relationship between doctors and patients, are 
all problems which bristle with difficulties. These difficulties will not 
be overcome by our quarrelling, calling each other names, and 
refusing to see the point of view of the other fellow. The first 
necessity is courtesy and honourable conduct on the part of all 
parties towards each other. Without this I despair about the future 
relationship between colleagues in different spheres of medicine 
for | refuse to admit that any one branch of medicine is on a higher 
plane than another. 

Also, | must confess that, as a result of experience, | have little 
faith that the present state of affairs will be remedied by regulations 
to be made by Medical and Dental Council. Law will not make 
people honourable and courteous. We must recognize the frailty 
and weakness of human nature, and that it applies to general 
practitioners, consultants, specialists and the public. Many of us 
admit that while we have tried to play the game, we have sometimes, 
perhaps often, fallen far short of the ideal we had set ourselves. 

Is it too late to get together in an amicable way and try to settle 
our differences amongst ourselves? Surely it is largely a family 
problem and a family misunderstanding, and as such it should be 
settled amongst ourselves behind closed doors. Can we not agree on 
certain fundamentals? For example: 

(1) That every specialist who receives a patient from a fellow 
practitioner will return the patient to the practitioner and will not 
carry out treatment except on the express desire of the practitioner. 

(2) That when a practitioner refers a case to a specialist he will 


RANDOM THOUGHTS OF 


PRESIDENTIAL 


E. W. S. DEALE, 


In the last few years a great amount of thought and study has gone 
into the position of those practising medicine. The layman reading 
medical articles in his daily or Sunday papers, or listening to our 
medical broadcasters may believe that he lives in an era where all is 
well with medicine. Is this so, does it not seem strange that we, as 
doctors, are only too ready to dissuade Our sons and daughters 
from following in our footsteps? The reason for this is that in 
this world of rapid transformation Medicine, or rather the practice 
of medicine. is rapidly changing and most of the foundations upon 
which our work was built have been rudely shaken. The position 
the doctor holds in society is indeed vastly different to that of say 
35 years ago. 

When I qualified 35 years ago and entered into the practice of 
medicine, | had had a reasonably successful student career. I had 
not failed in any examination, I was a leading member of the 
University Medical Society, and was not a complete nonentity in 
the field of sport. I had also served in France and Belgium. | 
devoted an extra year after graduating as senior house surgeon in 
one of our large hospitals. 

I thus was full of confidence and felt I had had such an excellent 
training that the world was indeed ‘my oyster’. The way was open 
lor me now to rightly take my place in the field of medicine. I had 
chosen general practice. I was full of enthusiasm and confidence and 
though the financial rewards of my calling were not then obvious 
to me I felt that I should earn the respect and goodwill of those 
willing to entrust their lives, health and happiness to me. How rude 
was the awakening! I had been trained by many eminent men 
deeply versed in the practical knowledge of their own immediate 
speciality, but I soon found that my knowledge of men and women 
and the numerous minor ailments that were to be the daily round, 
the common task, were beyond my ken. Moreover, the problem of 
finance now forcibly impinged on my mind. The conception of a 
noble profession working entirely for the good of mankind without 
thought of the bread, and occasionally butter, that had to be 
Provided for the family, began to wobble, and I began in those 
tarly days to realize th: it man cannot live by high ideals and 
humanitarian desires alone. | was appalled by mv ignorance of the 
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either have a proper personal consultation with the specialist or 
at least send him a full history of the case. 

(3) That, where the practitioner is not able to be present at the 
consultation, the specialist will write a full report to the practitioner, 
who will duly acknowledge the report. 

(4) That where a patient comes direct to a specialist and the 
specialist discovers, after proper enquiry, that the patient is being 
treated by another practitioner, the specialist will not see the patient 
except in circumstances where not to see the patient might be 
detrimental either to the patient or the practitioner. In such 
circumstances the specialist must communicate with the practi- 
tioner, who should duly acknowledge the specialist's communica- 
tion. 

(5) That where a patient comes direct to a specialist and the 
latter learns that the patient Aas a general practitioner even though 
he may not be treating the patient for the particular condition for 
which the patient has consulted the specialist, the specialist will 
do his utmost to encourage the doctor-patient relationship by 
endeavouring to send the patient back to the practitioner. 

(6) That where a patient who has no general practitioner comes 
direct to a specialist the latter will point out to the patient the 
importance of having a family doctor. 

(7) That specialists as a rule should do no domiciliary visits 
(certain types of cases, e.g. obstetrical, may require discussion). 

These suggestions might form the basis for an amicable discussion 
in the hope that mutual agreement will accomplish more than can 
ever be attained by regulations. 


A GENERAL PRACTITIONER 


NATAL COASTAL BRANCH 


M.B., B.Cu., (Dus.) 


minor ailments and psychological difficulties, and my lack of 
understanding of the human side of my patients. 


THE TRAINING OF THE GENERAL PRACTITIONER 


Casting my mind back to my medical training, I realized that a 
great deal of my difficulties were due to lack of training in the 
essentials that go to make a successful and happy general 
practitioner. In those days, medicine had not yet become the 
complex affair it is today and what I experienced then the under- 
graduate of medicine only too often suffers to-day. 

Medicine is a truly living organism and must progress all the 
time; it is essential to raise its standard, and today, the medical 
course is one of 6 years. The amount of writing on this one point 
alone would fill many tomes, and true to our reputation for dissen- 
sion, we have reached no finality in settling what is best for under- 
graduate training. I hope that a sensible attitude to this problem will 
be taken and that the student will not be compelled to spend so much 
time on the early basic sciences, but that more attention will be 
devoted to clinical medicine and, most important, to the human 
side of medicine. If this is done the final result will profit the great 
majority of students who will one day enter that new speciality 
general practice. 

What is the position of the general practitioner today? Until 
recently he was, and perhaps still is, looked upon by the layman as 
an inferior in the world of medicine. Is this a new concept? Let me 
quote Osler, who wrote: ‘It is amusing to read and hear of the 
passing of the family physician. There never was a time in our 
history in which he was so much in evidence, in which he was so 
prosperous, in which his prospects were so good, or his power in 
the community so potent. The public has even begun to get 
sentimental over him. He still does the work, the consultants and 
the specialist do the talking and the writing, and take the fees. 
By the work I mean that great mass of routine practice which 
brings the doctor into every household in the land and makes him 
not alone the advisor, but the valued friend. He is the standard by 
which we are measured. What he is, we are, and the estimate of the 
profession in the eyes of the public is their estimate of him. A well 
trained sensible doctor is one of the most valuable assets of a 
community, worth today, as in Homer’s time, many another man. 





248 S.A. MEDICAL JOURNAL 


To make him efficient is our highest ambition as teachers, to save 
him from evil should be our constant care as a guild’. 

This was written in 1902 and it is almost as true now as then, 
except that owing to modern economic forces his financial prospects 
are no longer ‘so good’. 

In my experience the pendulum is slowly swinging back and the 
layman to-day is coming to appreciate that his family doctor is a 
man of great worth and that his knowledge and experience are 
immensely valuable, and finally that he is truly the very solid 
backbone of our profession. 

Let me not be misunderstood. I am the last to decry the great 
value of the consultant and specialist in the practice of modern 
medicine, but my pleas to-night are for the recognition of the 
wonderful service the general practitioner renders to the world. 
I maintain his training today is inadequate. He is not taught to 
rely enough upon his own observations and faculties. He has been 
taught that nearly all medicine depends upon tests, laboratory, 
X-rays, etc. etc. These are, of course, immensely important and 
without them he would be almost like the doctors of the eighteenth 
century; but he is in a poor way if he regards them as the whole of 
medicine. 

The future general practitioner should be taught that people who 
are ill are not merely ‘cases’—case no. x, cardiac, or case no. y, 
fractured femur. It is essential to recognize this important fact, 
that we are dealing with sick men and women, frightened men and 
women, frustrated and unhappy men and women. How is the 
undergraduate of today to be taught this? 

In the UK a valuable institution has been formed called The 
College of General Practice, and it is evident that the tremendous 
importance of correct G.P. training is coming to be recognized, 
Those of you who have read the reports of the College will know 
that students are encouraged in their final years to leave the 
sacrosanct precincts of their hospital to go and work with general 
practitioners in the surrounding areas, and so learn those useful 
and necessary lessons no hospital can give. The amazing fact, 
too, is that several of the universities have now appointed to their 
teaching staffs eminent general practitioners for the teaching of 
general practice. I would commend this method to our own medical 
schools—schools staffed by men who are pre-eminent in their own 
fields, yet who do not and cannot give the general practitioner the 
training so necessary to his becoming what Osler has called ‘a well- 
trained sensible doctor’. 

Here in our own beloved land this problem awaits solution; 
I suggest it should be investigated with our peculiar ability of 
‘making a plan’ and a plan should be made. 

Postgraduate Instruction. | have discussed some of the difficulties 
of undergraduate training—what of the graduate general practi- 
tioner, how can he be further helped? It is with the greatest satis- 
faction that I note that our medical schools are now providing 
short postgraduate courses, and the fact that these courses are very 
well attended shows how much they are valued and appreciated, 
but surely courses, good though they may be, are hopelessly 
inadequate. Is it not essential that the general practitioner be 
allowed the use of our hospitals; that he be, if possible, a member 
of the staff; and in fact that some portion of his daily round be 
spent in the stimulating atmosphere of hospital work? Much 
has been written on this difficult problem, but so little done. I hope 
that one day the authorities will realize how important this is to 
every practising doctor and remedy this serious defect that exists 
in that continuous training a medical man needs all his life. 


THE ECONOMICS OF MEDICAL PRACTICE 


A vital defect in all our training is the complete absence of any 
teaching in the financial side of medicine. How are we to obtain 
the financial reward for our labours? I am well aware of the diffi- 
culty of this delicate subject. We are all trained in the humanitarian 
side of our work, and also very soon learn of the ethical principles 
of our profession. What of the financial side? 

In the early days of medicine there was no medical council, 
nor, in fact, except for the Royal College of Physicians in England, 
no controlling body whatever, and medical men competed openly 
with the apothecaries of their time. To do so they advertised 


themselves widely and many were the abuses that arose. The fees 
charged by these physicians were so enormous that the laymen were 
more often than not obliged to employ the services of the apothe- 
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cary. However, doctors at last began to realize the ethics of our 
profession and with the establishment of medical councils and 
medical associations and societies, they have submitted themselves 
to the authority of these important bodies—an authority so com- 
petently exercised that we accept it unequivocally. 

With the development of medicine and all its numerous speci- 
alities and with the increased demand of the public for more and 
better medical services, the number of men and women who turned 
to medicine became immense. The number of graduates has 
increased so rapidly that there is a danger of over-supply. | 
refer in South Africa, particularly to the doctors who for many 
reasons are prepared to practice only in areas whose population is 
sufficient to maintain financially a medical man and his family. 
We are only too sadly aware that vast numbers of our non-European 
population are desperately in need of medical services, but as 
individuals we are, as a whole, not prepared to sacrifice the comforts 
and luxury of the city or the dorp for a life in the ‘bundu’. 

We live in a most material world today and the god, once known 
as Mammon but now gilded and called ‘materialism’, is one of the 
ruling factors in all modern life; and we as doctors must be affected 
by this strange new worship. As a profession we have for centuries 
been regarded as a form of supermen, something magical; some- 
thing beyond the knowledge and understanding of the layman. 
But make no mistake; in this new religion that has gripped the 
world, our monetary value has been discussed and assessed by those 
astute business men who require a great deal more than a pound of 
flesh. Everything has its price and medical service does not escape 
this business slogan. 

In recent years, from a humanitarian point of view, we have been 
asked to sacrifice our fees to assist those unable to meet the ‘rising 
cost of living’. Men and women have formed themselves into 
medical aid societies and benefit societies in order to obtain relief 
from expenses due to ill-health. Our Association, possibly from a 
sense of humanitarianism, but also sensing that unless recognition 
was given to these bodies that State medical service like those 
in other countries, might be forced upon us, contracted with these 
bodies for reduced medical fees. I agree with the Association's 
views; but we have in the last few years been made pawns in the 
hands of these astute people who have so organized these bodies 
that a great feeling of resentment is arising throughout the pro- 
fession. So much so that, as you all know if you have read your 
Federal Council minutes, the Association is now probing the 
possibility of eliminating this lay control and substituting a scheme 
of insurance controlled by the profession, in which the layman and 
doctor will receive better value. I should like you all to read the 
Report on the Economics of Medical Practice, published in the 
Journal of 4 February 1956. 

The basic question, therefore, now faces us as a profession. Are 
we to live up to the purely humanitarian and ethical principles of 
our calling, or are we to insist on a fairer financial reward for our 
labours and so perhaps lose a great deal of the sympathy of our 
patients? In other words, does this urgent materialism call for the 
formation of a trade union? | feel that for many generations our 
services have been exploited and abused. In illness the doctor is an 
angel incarnate, but a devil when he asks for his fee. 

How seriously the profession regards this matter of materialism 
or, in plain words, our cost of living, is shown by the vast amount of 
time devoted to this question in your doctors’ parliament, viz, the 
Federal Council; as our Chairman, Dr. Sichel, in his New Year 
message has pointed out: ‘I feel it a duty to my colleagues to state 
very frankly that for some considerable time I have felt greatly 
perturbed about the way in which we, as a profession, are tending 
to drift towards commercialism. The greater part of the work of the 
Federal Council, and indeed of some of our Branches, is concerned 
with schedules of fees, and contract practice in general. Some, at 
least of our groups, are tending to become, or have become, fee- 
fixing bodies, to the detriment of the academic and clinical interest 
which should be the main objective of professional groups.” 

It is indeed a difficult problem that we face. In the UK we all 
know how the State medical service has completely changed ideas 
of medical practice. In New Zealand, Australia and the Scandina- 
vian countries there is increasing evidence of the commercialization 
of medicine. Here in South Africa medical practice has also changed 
vastly. In the years gone by the relationship was between the doctor 
and his patient; today a third and potent power has arisen—a 
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third party that intervenes and with whom the two parties must 
deal, namely the medical aid society or benefit society. 

The friendly relationship in many cases has gone, and as doctors 
we know only too well we deal with a soulless body whose chief 
concern is to obtain our services for as little as possible. There is 
no quid pro quo—the Banks do not give us a reduced charge on 
overdraft, the oil companies do not give us petrol cheaper, and so on 
ad infinitum. It seems to me that by our sacrifice we subsidize all 
these concerns. Let me remind you too of the big business man or 
firm who buys our services for the benefit of his employees; perhaps 
you will recognize under this heading our old friend, the closed 
panel. A medical man is appointed to be the medical officer of a 
concern at a fixed salary, and free choice of doctor for the employees 
no longer exists. In my experience the vast majority of employees 
are quite content to have no free choice as long as they are not called 
upon to pay the medical bill. Today most of us, though theoretically 
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we condemn the closed panel, are compelled for economic reasons 
to apply for and accept these appointments. It would be interesting 
to know how many applicants there are for the posts. 

From all this you can judge for yourselves, the medical profession, 
through economic forces beyond its control, is already commer- 
cialized—not merely tending to become so. We must recognize the 
facts as they are; whether we should attempt to change this state 
and revert to the practice of medicine as it was when I first knew it, 
is a problem too vast for me to even contemplate. I belong to the 
older school; and, as I have told you, in my first few years of 
practice the financial side of practice was regarded as sordid, and 
anathema. Force of circumstances have compelled me to alter my 
views, but I do plead for a fair balance between the wonderful 
work on which we labour for the pure joy and love of it, and the 
material rewards that ought to go with it. First let the labourer 
be truly worthy of his hire. 


VERENIGINGSNUUS 


NATAL COASTAL BRANCH: HONORARY SECRETARY’S REPORT 


In general this has been a quiet year. Several of the more con- 
troversial! matters, having left Branch level, are now in the hands of 
Federal Council. The year has, however, seen a cresendo of petty 
difficulties in connection with professional fees, especially those 
pertaining to Medical Aid Society practice. 

The widespread belief by the general public that there is a 
general tariff of fees governing medical practice is disturbing the 
relationship between the doctor and his patient. The majority of 
complaints reaching this office are based upon this misapprehension. 
The patient is not usually complaining of inadequate treatment, 
or extortionate fees, but is making a courteous enquiry as to 
whether or no the fee that he has been charged is the correct one. 
In most instances there is no further difficulty once the patient has 
been informed that this is a matter between himself and his doctor. 

In contract practice this pleasant method of solving difficulties 
cannot be applied. Here the Society is acting as an agent attempting 
to provide medical attention at the lowest possible cost, and in 
doing so it often injures the doctor/patient relationship in a most 
unpleasant manner. The principle that no third party (whether 
he be a State bureaucrat, or sick-fund official) shall come between 
the doctor and his patient should now be strongly reaffirmed by 
our Association. The profession is being commercialized, not by 
the doctors, but by those who are attempting to buy medical 
attention wholesale and retail it to their customers whom they 
ingenuously label ‘members of our Society’. 

Office Bearers. At the Annual General Meeting of the Branch, 
the following office bearers and Council members were elected: 
President—Dr. E. W. S. Deale; Vice-President—Mr. L. Knox; 
Hon. Treasurer—Dr. P. A. Johnson; Hon. Secretary—Dr. N. R. 
Pooler; Members of Council—Drs. S. Disler, R. Mundy and F. 
Walt. Dr. Basil Sampson, the immediate past President, remained 
on the Council. The Federal Council members, previously elected, 
were Drs. A. Broomberg, E. W. S. Deale, H. Grant Whyte, N. A. 
Rossiter and Alan B. Taylor. 

Ethical Committee. Happily there was no need for this Com- 
mittee to be called together during the year. 

Membership. At the present time the membership of the Branch 
is almost stationary, but it is approximately twice what it was 10 
years ago. 

Medical Congress, Durban, 1957. The Federal Council of the 
Association has accepted our invitation to hold the Medical 
Congress here in 1957. The suggested date is 16-20 September. 
It had been hoped that the Congress would be held in May or 
June, these being the most pleasant months of the year in Durban, 
but a number of factors made this impossible. It is not generally 
appreciated that since 1952 the office of ‘President of Congress’ 
no longer exists per se. The President of the Association for the 
year automatically holds this office. It is open to the Branch to 
forward to Federal Council the name of its members considered 
Suitable for the office of President of the Association, thus ensuring 
that a local member shall in effect be President of Congress. This 
nomination need not necessarily be accepted by Federal Council. 


An Organizing Committee has already met to establish firm 
foundations, on which to build what we all hope will be an out- 
standing Congress. 

Medical School. The birth of clinical teaching at King Edward 
VIII Hospital has produced a crop of difficulties which may well 
affect the whole structure of the medical profession in the City of 
Durban. The creation of some 42 part-time teaching posts must be 
of great concern to the Branch. Your Council was invited to give 
evidence before the Committee established to investigate and report 
on this matter, but owing to lack of detailed information it felt 
unable to do so. 

Clinical Meetings. A report by the Hon. Secretary of the Clinical 
Sub-Committee, Dr. Pauline Klenerman, is attached. The closest 
liaison must now be established between the Branch and the staff 
of the Medical School. The present organisation is no longer 
satisfactory. The School has many eminent visitors, thus providing 
a greatly increased number of potential lecturers. It has been 
suggested that the Medical School be given a large part in the 
organization of our clinical proceedings, and must be strongly 
represented on our Clinical Sub-Committee. 

Library. In last year’s report I described the Library as being in a 
state of suspended animation. It now lives again as part of the 
Library at the Medical School. In a very recent letter the University 
Librarian informed us that he has no doubt that this Library will 
afford the same splendid facilities as we now receive from the 
Universities of Cape Town and the Witwatersrand. A great 
amenity will be ours in the near future. 

Association Honours. After 45 years’ continuous membership, 
Dr. L. Erasmus Ellis has been elected an Honorary Life Member 
of the Medical Association of South Africa. There is no need to 
enlarge upon his distinguished career, and his great services to the 
profession. Dr. Duncan MacKenzie was invited to the annual 
dinner as an honoured guest, but unfortunately owing to ill-health 
he was unable to accept. His valuable services to this Branch have 
been minuted in our proceedings. 

Social Functions. Early in the year a combined dinner was held 
with the Legal Association, and it was at this dinner that the 
British High Commissioner, Sir Percivale Liesching, made a 
considered statement on British Commonwealth relations. Our 
usual Annual Dinner was held in October, this time at the Marine 
Hotel. We had the pleasure of entertaining Dr. J. J. du Pre le Roux, 
Secretary for Health, Dr. G. M. Candau, Director-General of WHO, 
and Dr. F. J. C. Cambournac, WHO Regional Director for Africa. 
Both these dinners were well attended and greatly enjoyed. I look 
forward to the day when 200 or 300 members of the Branch find 
time to meet their colleagues in at least one function of the year. 
A new departure is the Branch’s venture into the world of sport. 
Challenged by the Institute of Architects, we found teams for 
golf, bowls and cricket. 

Alleged Invasion into Private Practice. Representatives of the 
Medical Association have met the Medical Council on the matter 
of ‘farming out’ and similar problems. Private practice has certain 
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unalienable rights and I hope that they will be protected as a 
result of these negotiations 

Poliomyelitis Vaccine. Your Branch Council noted with dismay 
the lack of liaison between those responsible for the distribution of 
the vaccine, and local practitioners. It is hoped that our urgent 
representations will bear fruit in 1956. 

Schedule of Customary Fees. For 2 years a Sub-Committee has 
been collecting evidence on this matter. Schedules were provided 
by most of the Groups, and these were forwarded to Federal 
Council. Our surgical colleagues, however, decided not to forward 
such a schedule and passed the following resulution: “This Meeting 
declines to lay down a schedule of fees, and requests the Natal 
Coastal Branch to convey this resolution to the Fedreal Council.’ 
This was done 

Benevolent Fund. The amount raised each year by this Branch to 
help the Benevolent Fund bears no relationship to its increasing 
membership. There was, however, a reasonable response to the 
appeal sent out by the Vice-President of the Branch at Christmas; 
just over £200 has been received 

Bursary Fund. This Fund exists to assist in the education of the 
children of ex-Service Medical Officers No applications for 
bursaries were received this year 

Contract Practice. The Contract Practice Sub-Committee, under 
the chairmanship of Dr. Broomberg, met frequently during the year, 
and has been over-burdened with work. Only those who serve on 
it can realize how unsatisfactory the situation has become 

Organization. | am grateful for the help | have received from the 
Secretaries and Conveners of the various Sub-Committees. It is 
due to them that the Branch Council has been able to occupy itself 
with broad policy, rather than detailed routine matters. I have also 
been greatly helped by the local groups, especially by the Paedia- 
tricians, Physicians, and Surgeons. It is essential to establish some 
form of organization to keep the Branch Council correctly in- 
formed of what is happening in medical circles in this area. All 
those who negotiate with outside bodies on behalf of any part of 
the medical profession should keep the Association fully informed of 
what is happening. It is only by such colleagueship that true 
strength can be obtained 

Thanks. During the year the Hon. Treasurer, Dr. P. A. Johnson 
temporarily left South Africa. Dr. F. Walt was appointed Acting 
Treasurer in his place. The Branch has to thank Dr. Johnson for 


DEPARTMENT OF SOCIAL, PREVENTIVE AND 
PROFESSOR SIDNEY L. 


APPOINTMENT OF 


Professor Sidney L. Kark, Head of the Institute of Family and 
Community Health at Clairwood, Durban, has been appointed 
Professor of Social, Preventive 
and Family Medicine in the 
Faculty of Medicine of the 
University of Natal. 

Professor Kark obtained 
his M.B., Ch.B. degree at 
the University of the Wit- 
watersrand in 1936 and his 
M.D. Degree at the same 
University in 1954. 

He served in the Union 
Health Department from 
October 1938 until December 
1955. In October 1938 he 
carried out the first clinical 
survey of the Nutritional 
State of South African Bantu 
School Children. He was 
then appointed Medical 
Officer in charge of the 
Pholela Health Centre from 
its inception in 1939 until 
the end of 1945, when he was 
transferred to Durban as 
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many successful negotiations conducted in the sphere of contract 
practice during the last 2 years. 

Once again | must express my thanks to Mrs. Brinkworth for her 
graceful criticisms and constant encouragement. 

Deaths. During the year the Branch suffered the loss of a great 
personality, Dr. D. J. Malan. He was a doctor fashioned in the 
classic mould. We also mourn the passing of Dr. J. Maurice Hulett. 
Dr. A. Sanders, Dr. N. C. O'Byrne, and Dr. H. Cameron Pain 

N. R. Pooler 

31 January 1956. Hon. Secretar) 
CLINICAL SUB-COMMITTEI 

REPORT 


HON. SECRETARY’S 


The Clinical Sub-Committee, under the chairmanship of Dr. H 
Grant Whyte, held one committee meeting, in February 1955, at 
which a tentative programme was arranged for the year. 

From February until August 9 meetings were held of which § 
consisted of lectures by visiting personnel to Durban, and 4 meetings 
were of local colour arranged by the Clinical Sub-Committee 

Many of the proposed clinical meetings were unacceptable to 
the hospitals, owing to postgraduate courses held at the Medical 
School attached to King Edward VIII Hospital and at Addington 
Hospital. From August the meetings were arranged under the 
auspices of the Medical School, the Orthopaedic Group, and the 
Radiological Group. Several overseas lecturers who presented 
lectures at the Pretoria Medical Congress were invited by the various 
Groups to come to Durban. During the course of the year meetings 
were held under auspices of the following: (1) Department of 
Medicine, Medical School, (2) Springfield Hospital, (3) Addington 
Hospital, (4) Radiologists, King Edward VIII Hospital, and (5) 
Department of Pathology, Medical School. 

As a result of these sectional meetings our attendances probably 
dropped considerably. The time has arrived for us as an Associa- 
tion to assess whether Branch meetings fulfil a useful function in 
view of the many activities mentioned above, or whether we should 
become integrated with the Medical School or coordinate with 
them in our arrangements. 

I must record sincere thanks to Mrs. Brinkworth. 

Pauline Klenerman 
Hon. Secretar) 


FAMILY MEDICINE, UNIVERSITY OF NATAL 
KARK 


wood. This Institute has provided graduate experience for 
physicians and nurses in Family and Community Health. 

Professor Kark has been responsible for negotiating and 
developing a number of Health Centres, rural, peri-urban and urban 
among different social and ethnic groups. This work so impressed 
the Rockefeller Foundation authorities, that they undertook the 
support of a Department of Social, Preventive and Family Medicine 
in the University of Natal to assist in the training of undergraduate 
medical students at the University. 

Professor Kark has been honorary Director of a Family Health 
Reseacrh Unit in Durban which was established by the South 
African Council for Scientific and Industrial Research. He has 
published widely on subjects in his field of Social and Preventive 
Medicine. 

Professor Kark has had considerable overseas experience. In 
1947 he was awarded a Nuffield Foundation Fellowship to study 
at the Institute of Social Medicine and Institute of Social Anthro- 
pology at Oxford. In 1948 he was awarded a Rockefeller Foundation 
Travelling Fellowship and visited the United States, where he 
studied, in particular, teaching methods in the social and environ- 
mental aspects of Health and Disease. In 1952, he was invited to 
participate in the International Congress of Jewish Physicians held 
in Jerusalem. He subsequently spent a year in Israel at the invitation 
of the Hebrew University and the Israeli Ministry of Health, where 
he helped to establish a Department of Family Health in the 
Faculty of Medicine of the Hebrew University and, during this 
period, he also functioned as a Consultant to the Ministry ol 
Health. Professor Kark is at present, a visiting Professor of the 
Hebrew University. 
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THE MINISTER OF HEALTH REVIEWS HIS POLICY 


By a Parliamentary Correspondent 


The Minister of Health, Mr. J. F. T. Naudé reviewed his policy 
n a statement in the Senate last week 

The Minister said that the division of responsibility between the 
Central Government, the Provincial Administrations and local 
authorities in regard to the provision of curative health services 
had not proved very satisfactory. For some time he had, in con- 
sultation with the Administrators of the four provinces, been 
nvestigating the possibility of effecting improvements The 
proposals on which these negotiations were based were aimed at 
placing all curative services, whether inside or outside hospitals, 
under the control of the provinces.The object was to obtain better 
coordination of the services concerned and to avoid overlapping 
and waste of money. 

If the provinces took over the curative services, it would enable 
the Department of Health and local authorities to concentrate on 
preventive services and the general promotion of public health 

Mr. Naudé said that as far as infectious diseases were concerned 
the maintenance, improvement and, where necessary, the extension 
of existing services—having due regard to the country’s ability to 
carry the financial burden involved—were still the Government's 
policy. In particular, attention was being concentrated on those 
diseases which constituted a serious threat to the country’s re- 
sources, and in this regard the combating of tuberculosis was the 
primary aim. 

‘If it is borne in mind that approximately 15,000 persons—the 
majority of whom are non-Europeans—die from tuberculosis 
every year and that most of these deaths occur at an age when 
ife is at its highest stage of productivity, it is easy to imagine what 
threat this disease constitutes to the country’s man-power,’ said 
the Minister. ‘It is realized that the provision of proper housing and 
healthy nutrition would contribute much towards the solution of 
this serious health problem, but this is a long-term policy which 
must necessarily stretch over a period of many years.” 

The Minister said that in the meantime immediate steps must 
be taken to meet the problem and he was pleased to state that good 
progress had been made in combating the disease. Until recently 
solation and hospitalization were the most important methods in 
combating tuberculosis. The discovery of streptomycin, para- 
aminosalicylic acid (PAS) and isonicotinic hydrazide (INH), 
with which considerable success had been achieved, had made 
possible a new approach to the control of tuberculosis. 

The application of these remedies has made it possible to cure 
the patient in hospital to such an extent in a short time that he 
could thereafter be treated at home or in settlements. It was his 
policy to continue with a programme of ambulatory treatment for 
which an additional £500,000 had been provided in the Depart- 
ment’s estimates for the current financial year. This would bring 
the Department’s total expenditure on tuberculosis for the present 
year to £2,946,722. 

‘The application of an ambulatory treatment programme does 
not mean that hospitalization or isolation would no longer be 
necessary’, said the Minister. ‘On the contrary, they are still 
mportant factors in the fight against tuberculosis, but they will! be 
supplemented with ambulatory treatment as soon as possible. 
This will not only result in a bigger turnover in hospital beds but 
n the long run will also prove to be more economical, because it 
will no longer be necessary to provide the additional expensive 
hospital accommodation.” 

Mr. Naudé said that for this reason local authorities were being 
encouraged by the Government by means of liberal subsidies to 
provide the necessary accommodation in non-European areas 

‘As a result of the progress which has been made with the treat- 
ment of tuberculosis, together with the increasing provision of beds, 
particularly at settlements, there has been a noticeable decrease in 
the tuberculosis death-rate in the past few years. Although there 
has been no noticeable drop in the incidence of tuberculosis, it 
is expected that the number of people contracting the disease, will 
also decrease considerably in the near future.” 

The Minister said that in order to ensure the success of such an 
extensive programme of ambulatory treatment, it was necessary 
to trace tuberculosis cases as early as possible. For this reason an 
order for mobile X-ray units had been placed by the Department 
more than a year ago to supplement the units already in operation 
Unfortunately delivery had been delayed owing to a technical 


hitch. According to the latest reports these units had now been 
shipped to the Union. With the aid of these units the Department 
would be able to undertake radiological surveys on a larger scale 
than was hitherto possible 


Valaria 


Dealing with malaria the Minister said that the sporadic outbreak 
of this disease, together with the fact that mosquitoes in other parts 
of the world had developed immunity against DDT, gave cause for 
concern The Department of Health had therefore convened a 
conference which would be held this winter and at which the malaria 
problem would be discussed by the Union’s own experts with those 
of neighbouring African territories and representatives of the 
World Health Organization, who had been invited to attend. 

‘It must be pointed out that my Department every year issues a 
warning to the public living in former malaria areas, that the 
disease has not been eradicated but that is has only been brought 
under control, and that all precautions must still be taken,’ 
said the Minister 


Bilharzia 


Mr. Naudé said that another problem which was being actively 
tackled by his Department, was that of bilharzia. There were 
certain problems connected with the control of this disease which 
constituted a serious threat to the country’s man-power. The 
matter, however, was receiving the constant attention of his 
Department. 


Poliomyelitis Vaccine 


Speaking of the polio vaccine prepared by the South African 
Poliomyelitis Research Institute, the Minister said that further 
issues of the vaccine would be made during the coming winter, 
when the possibility of the incidence of coincidental cases would 
be at its lowest. The Minister reiterated that the vaccine ‘was as 
safe as any vaccine could possibly be’. The South African vaccine 
had been administered to approximately 20,000 children without 
ill effect. Laboratory tests had confirmed that the South African 
vaccine built up immunity against polio. 

There had been a considerable decrease in the incidence of polio 
in the Union. In January this year only 58 cases were reported as 
against 323 cases in the corresponding period last year. No child 
who had been inoculated had contracted the disease 


Diphtheria 


Speaking about diphtheria, the Minister said that in spite of 
repeated warnings by his Department and local authorities, and 
the fact that facilities for free immunization were available at 
municipal clinics, there was no sign that the incidence of this 
disease was decreasing 

‘In my opinion it is unforgivable that small children should 
suffer and that their health should be undermined because of 
negligence or ignorance on the part of the parents. I want to make 
an urgent appeal to parents whose children have not been inoculated 
against diphtheria, to have it done as soon as possible. Unless 
parents give their whole-hearted cooperation, it would not be 
possible ever to eradicate this disease.” 


Local Products 


Dealing with medical requirements manufactured in the Union, 
the Minister said that locally manufactured requisites were of a 
very high quality which compared favourably with the imported 
article. 

‘It has come to my attention that preference is frequently given to 
imported medical requirements and | wish to express the hope that 
where locally manufactured preparations are available which are 
just as good as the imported article, preference would be given to 
our own products.” 


Mental and Feeble-Minded 


The Minister announced that he had appointed a committee to 
go into the question of accommodation for mental cases and the 
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feeble-minded, in the first instance in the Western Province, where 
the situation was very serious. Arising out of the committee’s 
recommendations, the Department of Public Works had been 
requested to go ahead with the planning of a mental hospital for 
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Europeans in the Western Province and it was hoped that the 
necessary financial provision would be made in this year’s budget. 
Afterwards an institution for non-Europeans would also have to 
be provided. 


IN MEMORIAM 


ALFRED HERBERT COLE, B.A. (CAPE TOWN), M.B., B.S. (DURB.) M.R.C.S. (ENG.), L.R.C.P. (LOND.) 


Mr. J. A. Currie, of Cape Town, writes: The passing at the age of 
67 years of Alfred Herbert Cole has deprived the profession of one 
of the older school of general practitioners, and a large circle of 
patients of a friend and adviser 
whose loss will be greatly felt. 

Medicine was not Cole’s 
first love. He started to study 
Law but found that it was not 
the profession he desired to 
follow. Next he turned to 
farming and studied at Elsen- 
berg, later managing farms for 
Lord de Villiers and Sir 
Lionel Phillips. After some 
years of this he went to 
Durban and studied Medicine. 

It was there that he met Miss 
Shirley Schofield, whom he 
later married. Her sister was 
the wife of the famous 
surgeon, Grey Turner. Mrs. 
Cole, herself a doctor, an 
expert anaesthetist, is a well- 
known and much liked per- 
sonality in medical circles in 
the Peninsula. 

Cole did extremely well at 
Durban University and was 
nearly persuaded to stay there 
and study child health with 
Dr. Spence, later Sir James 
Spence. However, after 
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various house appointments and locum tenencies in England, 
he returned to South Africa and established himself as a 
general practitioner in Wynberg, where he spent the remainder 
of his life. 

Cole rapidly built up a large practice and his patients were 
devoted to him. In this he was much helped by the gifts and 
personality of his wife. 

He was a man of strong religious convictions and his deep faith 
set him apart in many respects from those not of his denomination. 
He was a Plymouth Brother, and as such was debarred from many 
of the more frivolous amusements with which men bequile their 
leisure hours. This gave his active nature more time to devote to 
the study of his profession, and his knowledge of medicine, both 
orthodox and unorthdox, was voluminous. But his chief attribute 
was the unwearing and energetic kindness with which he devoted 
himself to his patients. 

Alf, as his friends called him, was not, however, a dull man cut 
off from his friends. A day’s fishing, an afternoon’s tennis, or an 
evening meal with friends were all occasions of hearty enjoyment 
and mental refreshment. 

He was elected a member of the staff of the Victoria Hospital in 
1929, and for many years actively performed his duties as a surgical 
officer. In later years, with the growth of specialization, he became 
less active surgically. He was the last of the part-time honorary 
Medical Superintendents of the Victoria Hospital and its associated 
group, and gave much time and labour in furthering the interests 
of the hospitals. His passing thus marks the end of an epoch 

To his wife and children we offer our profound sympathy in 
their bereavement. 


LESLIE SHEFFIELD WILLIAMS, M.R.C.S. (ENG.), L.R.C.P. (LOND.), F.R.C.S. (EDIN.) 


Dr. Williams, who died on 12 February 1956, was born in Johannes- 
burg in 1899 and was educated at Jeppe High School, where he 
was a good scholar and 
athlete. On matriculating at 
the age of 16 he served with 
the infantry in East Africa in 
the first World War and later 
overseas with the Heavy 
Artillery. On the cessation of 
hostilities he returned to the 
Union and was awarded a 
government grant to enable 
him to continue his inter- 
rupted studies. He entered 
Guy’s Hospital as a ‘medical 
student in October 1920, 
where after taking the con- 
joint qualification he held 
house appointments. He 
captained the cricket and 
soccer teams and later was 
elected President of the Guy’s 
Hospital residence. 

It was much to the regret of 
his colleagues at Guy's 
Hospital that Dr. Williams 
decided to return to South 
Africa. On his return he was 
appointed Assistant Medical Officer on the Sub Nigel gold mine, 
where his work entailed both European practice and the care of the 
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Native mine-employees. In 1932 he became Senior Medical Officer 
on this mine. As medical officer of the Sub Nigel benefit society he 
undertook a good deal of surgery, and in 1933 he went to Edinburgh 
and took his F.R.C.S. Returning in 1934 he took charge of the 
mine Native hospital, and for the next 5 years he devoted himself 
entirely to the welfare and health of the Natives. During this 
period the Gold Fields Group decided to build a centra! hospital 
in this area. Dr. Williams was in no small measure responsible 
for the design and equipment of this hospital, which was the most 
up-to-date Native hospital in South Africa. Dr. Williams was 
appointed Chief Medical Officer in charge. He was keenly interested 
in all aspects of Native life, especially in communal health and 
particularly in the feeding of Native mine-labourers. His efforts 
resulted in the institution of a balanced diet by his mining group, and 
played a large part in shaping the nutrition policy in other mines on 
the Witwatersrand. In September 1939 he was promoted to the 
position of Group Medical Officer at the Head Office of New 
Consolidated Gold Fields Ltd., where his great ability found even 
wider scope in medical work and administration. 

Dr. Williams took a great interest in the Transvaal Mine Medical 
Officers’ Association; he served on the Executive Committee for 
many years and was also President of the Association. He was 
keenly interested in the South African Medical Association, 
he was a member of the Council of the Southern Transvaal Branch, 
of which he was elected President in 1944, and represented the 
Branch on the Federal Council of the Association from 1941 to 
1948. During the World War of 1939-45 he was Chief Medical 
Officer to the Mines Engineering Brigade with the rank of Major 

Dr. Williams was closely associated with the South African Red 
Cross Society, which he joined in 1929. In 1938 he was given a seat 
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on the Transvaal Regional Council as the official representative of 


the Transvaal Mine Medical Officers’ Association. He became head 
of the Training and Tests Department in 1939, and contributed 
much towards the efficient organization of first-aid competitions 
on the mines. He was the head of the Health Propaganda Section 
of the Transvaal Region from 1940 to 1942 and in 1943 joined the 
National Council of the Red Cross Society as Chairman of the 
Auxiliary Hospitals Committee, which position he held until 1946. 
In this capacity he was Advisory Director of Auxiliary Hospitals 
throughout the war, and visited the South African Forces in the 
Middle East and in Italy with a view to strengthening the liaison 
between the military services and the Red Cross Society. In 1947 
he became Chairman of the National Committee for Health 
Education and held this position until 1952, and in 1953 he was 
elected Chairman of the National Executive Committee of the 
South African Red Cross Society, which position he held until his 
death. When in 1944, at the request of UNRRA, the Union 
Government recalled into being the Council for voluntary relief 
abroad Dr. Williams represented the South African Red Cross 
Society on that Council. He was Chairman of the Committee of 
the Red Cross Society which raised and dispatched medical and 
hygiene units to Greece. Dr. Williams was awarded the Voluntary 
Medical Service Medal (Queen’s Medal) in 1955 in recognition of 
his services in Red Cross. 

Dr. Williams was a prominent figure in the South African 
National Tuberculosis Association (SANTA) from its inception in 


PASSING EVENTS : 


At the Annual General Meeting of the Cape Town sub-group of 


the South African Society of Obstetricians and Gynaecologists 
held on 24 February 1956, the following Committee was re-elected 
for a further year: Chairman—Dr. J. C. Coetzee; Secretary 
Dr. E. M. Sandler; Other members—Dr. Glyn Rees and Dr. T. 
St.V. Buss. 

+ * * 


The 6th International Congress of Otolaryngology will meet in 
Washington, D.C., USA, on 5-10 May 1957. The organizers state 
that they sent preliminary announcement to every otolaryn- 
gologist of record in the world asking those interested to return 
an enclosed card. A second notice with further information will 
soon be sent to those who returned these cards. Those who wish to 
receive the second announcement and have not received the original 
one should notify Dr. Paul H. Holinger, General Secretary, 700 No. 


THE BENEVOLENT FUND : 


The following contributions to the Benevolent Fund during October, 
November, and December, 1955, are gratefully acknowledged. 


Votive Cards in Memory of 


Dr. J. H. de Villiers by Dr. & Mrs. A. W. Sichel. 

Dr. D. J. Malan by Dr. A. A. Cilliers and Dr. J. C. Coetzee 

Dr. R. D. A. Douglas by Dr. J. H. Symington. 

Arnold L. L. Earls by Dr. & Mrs. M. Meyers. 

Dr. A. Flockeman by Dr. Raymund Theron. 

Mrs. Britz by Dr. K. M. Scott. 

Judge H. S. van Zyl by Dr. J. D. M. Claassens, Dr. & Mrs. J. S 
du Toit. 

Mr. B. Tonkin by Dr. & Mrs. A. W. Sichel. 

Brig. E. Williamson by A. J. van der Spuy. 

Mr. M. Cole-Rous by Dr. A. W. Sichel, Dr. J. D. M. Claassens, 
Dr. L. Mirvish, Dr. F. W. F. Purcell, Dr. Jack Abelsohn, Dr. 
R. L. Kleinman, Dr. & Mrs. Raymund Theron, Dr. H. S. Gear, 
Dr. P. B. L. Saltman, Border Branch, Drs. Heymann & Javett 
and Dr. E. C. Greenfield. 

Dr. Lindsay Sandes by Dr. Jack Abelsohn, Dr. H. S. Gear, 
The Estate of the late Dr. L. B. Goldschmidt. 

Dr. L. B. Goldschmidt by Dr. G. S. Gear, Dr. E. C. Greenfield, 
and Dr. J. Abelsohn. 
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1947; he was Vice-Chairman of the National Body and Chairman 
of the Management Committee, and was largely responsible for the 
drafting of the original policy of the Association. He spent much 
time in visiting the various SANTA settlements, and made a 
valuable contribution to the alleviation of the suffering of those 
stricken with tuberculosis. 

Entokozweni. Dr. Williams was the first and only Chairman of 
the Family Welfare Centre, Johannesburg, which was started in 
1946. This centre later merged with the John Gray Community 
Health Centre and out of this the new body Entokozweni was 
formed. Dr. Williams watched the birth and growth of this Welfare 
Society and at the time of his death was Chairman of the Board 
of Management. 

In the social and sporting life of the community Dr. Williams held 
a prominent place. He was at one time President and Captain of the 
Royal Johannesburg Golf Club, where again his main work was 
the care and health of the Native employees. He was keenly 
interested in the Transvaal Board of Control for Professional 
Boxing and Wrestling. He was a witty and fluent speaker. 

Dr. Williams was a man who ungrudgingly and selflessly devoted 
himself to the health and welfare of others. He radiated hope and 
confidence, and his unwavering cheerfulness engendered cheerful- 
ness in others. He gave fully without thought of reward. For his 
host of friends his passing has left a gap which can never be filled. 

Dr. Williams married in 1929 Miss Helen Major-Lucas who 
survives him with their 3 children. 


IN DIE VERBYGAAN 


Michigan Ave., Chicago 11, Ill., USA, so that their names may be 
placed on the mailing list. 


o « * 


At the Quarterly meeting of the Royal College of Physicians, 
Edinburgh, held on 7 February 1956, the President, Sir Stanley 
Davidson in the chair, the following were elected members of the 
college; F. G. Roux, M.B., Cape Town, D. Glajchen, M.B., 
Witwatersrand, E. Chigier, M.B., Witwatersrand. 

7 * 7 


Dr. H. Altman, B.Sc., M.B., B.Ch., M.R.C.P., D.C.H., has com- 
menced practice as a paediatrician at 314/5 Tower Hill, Klein and 
Kotze Streets, Hillbrow, Johannesburg. Telephones (not yet 
listed in the Telephone Directory): Rooms 44-3148, Residence 
40-1144, Emergency 22-4191. 


DIE LIEFDADIGHEIDSFONDS 


Dr. G. C. L. van Dyk by Dr. H. S. Gear. 

Mr. Charles Ovendale by Dr. Leo Staz. 

Dr. T. B. Davie by Dr. A. W. Sichel. 

Hon. G. G. Sutton hy Dr. J. C. Gie. 

Dr. A. J. Badenhorst by Drs. M. E. Philip and J. C. Walsh. 

Dr. Victor Rau by Border Branch. 

Mrs. Steele, mother of Mrs. P. F. Wagner by Drs. Schaffer, & 
Justin, Dr. & Mrs. Alexander. 

Dr. N. N. Haysom by Dr. H. M. Fyvie. 

Mrs. Marie Kingston by Dr. P. W. J. Keet 

Mr. J. Lemonsky by Dr. M. Meyers. 

Mrs. J. H. Simpson by Dr. K. M. Scott. 

Mr. Ovendale by Drs. N. M. Thompson, R. B. Peckham and 
H. A. Kalley. 


Total Amount received from Votive Cards: £53 Os. Od. 


Services rendered to 

Dr. T. B. de Bruyn by Drs. J. du Toit, O. V. Kok, L. Muller & 
Sister Venter. 
Mrs. Golby by Drs. P. A. Smuts, F. N. Charnock, A. Greenblatt 
and Drs. Meyer, Jacobson and Van der Burgh. 
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Mrs. A. Simpson Wells by Mrs. J. A. S. Marr, Drs. Hacking, 
Latham and Saunders. 

Dr. W. Paisley by Drs. H. J. Louw, J. K. McCabe and B. Navid. 

Dr. Edwin Coetzee by Mr. A. Lee McGregor, M. A. Dreosti, 
Drs. E. Samuel, M. M. Suzman, I. Kaplan and Drs. Sims, Gluckman, 
Bloomberg and Lewin. 

Dr. R. Lance Impey by Mr. Jack Currie, Mr. D. R. Barnes, 
Drs. L. M. van der Spuy and W. P. Mulligan and Medical and 
Nursing Staff of the Wynberg Military Hospital. 

Dr. J. H. Human by Drs. Naude, van Heerden and Hudson. 

Mrs. L. F. Forsyth dy Dr. J. B. Hutton. 

Michael Pascoe by Dr. H. B. Savage. 

Mrs. Shadick Higgins by Dr. C. C. Myerson, Drs. Sims, Gluck- 
man, Bloomberg and Lewin. 

Mrs. M. G. Woolff by Drs. E. Samuel & C. Komins. 

Dr. E. M. Higgs by Drs. G. D. Morgan, Geoffrey Dean and E. 
Kaplan. 

Baby Ruth Fairbairn by Dr. Jac. J. Theron. 

Dr. H. Kramer by Dr. A. W. Sichel, the Late Mr. L. B. Gold- 
schmidt, Drs. Meyer Jacobson and Van der Burgh, Drs. I. M. 
Hurwitz, M. Horwitz, Gerry Futeran and many others. 

Mr. F. H. Sutton by Dr. R. L. H. Townsend. 

David Epstein by Drs. Casewell & Hofmeyr. 

Mrs. R. J. Harle by Dr. R. W. Harris. 

Dr. F. Mangold by Mr. T. B. McMurray and Dr. Lindsay van 
der Spuy. 

The wife of Dr. G. P. de Kock by Drs. Ruby Sharp and J. 
Abelsohn. 

The Son of Dr. C. V. van der Merwe by Dr. O. F. A. Krause. 

Dr. M. Ziman by Drs. I. Barnat and team, C. Houghton, A. 
Beemer, N. Sacks, H. R. Holmes, A. Cilliers and S. Silbermann. 

James Stewart by Drs. R. Schaffer, Papilsky and Rosin. 
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Dr. H. S. Gear and Family by Drs. C. C. Becker, H. Bell, G. 
Hochschild, A. Meyer, E. Trehair and W. Trubshaw. 

Dr. J. C. Walsh by Drs. B. Alexander and L. Schrire. 

Dr. A. J. Orenstein by Dr. L. Staz. 

Dr. K. P. Haslop dy Drs. L. E. Lane and P. B. Hafner. 

Mrs. D. Levin by Drs. H. A. Kalley, R. Peckham and D. Cowie. 

Pamela Levin by Dr. S. Fine. 


Total Amount received from Services rendered: £256 15s. Od. 
Donations: 

; Se «¢ 

Members Cape Western Branch (Collection Box) . . 718 7 


Medical Officers of Health (State Medicine) Group 
of M.A.S.A. 1010 0 

Southern Transvaal Branch Proceeds ex Medical 

Ball: Cake Sale: Ladies Committee: Mrs. 


Robertson and Mrs. Edelstein... - a 500 0 0 
St. Stephens Church Pinelands: Collection— 

Medical Service for Doctors ; 10 7 7 
Members Cape Western Branch (Collection Box) 316 3 
Southern Transvaal Branch Proceeds from Annual 

Ball .. a f3 ie i a a 192 7 3 
Southern Transvaal Branch Medical Golfing 

Society “a us ue a nn ie 20 0 0 
Proceeds from the Campbeil Cup and Jones 

Phillipson Cup: Golf Competitions 10 1 6 
Members Cape Western Branch (Collection Box) . 27 
Dr. C. P. Bringle - , 10 0 
Dr. J. H. Botha ae sack va Ka ie 10 6 
Dr. J. G. M. Richter a vis as os 10 6 
Dr. P. J. E. le Roux .. sine ei oe “ 10 6 
Dr. P. H. Kampfraath es wa "" i 15 0 

Total .. - os es nt .. £1,069 19 8 


CORRESPONDENCE : BRIEWERUBRIEK 


POLY-PHARMACOPOEIC PREPARATIONS 


To the Editor: The reports in the Journal’>? of the adverse effect of 
corticosteroids in herpetic and disciform keratitis indicates that 
this warning cannot be repeated often enough. The advent of the 
combined antibiotic and corticosteroid ophthalmic preparations 
demands a leading article to condemn these pharmacological 
monstrosities. 

These poly-pharmacopoeic preparations are of doubtful value 
and can be definitely dangerously harmful. Any organism or virus 
not sensitive to the antibiotic is obviously helped by the corti- 
costeroid inhibition of normal defence mechanism. Should per- 
chance the organism be sensitive to the antibiotic then the corti- 
costeroid might lessen the harmful effects of over-reaction, and 
might hasten the resolution of the lesion. As far as the general 
practitioner is concerned, the lesion treated in the great majority 
of cases is a conjunctivitis or corneal ulcer, and in such cases does 
it really matter if the eye is white a day or so earlier? 

I can quote 6 cases in which irreparable corneal damage with 
permanent loss of vision was caused by these preparations and not 
all the prescribers were general practitioners. 

E. Epstein 
409-410 Medical Centre 
Jeppe St. 
Johannesburg 
20 February 1956. 


1. Etzine, S. (1956): S. Afr. Med. J. 30, 134 (11 February). 
2. Taylor, 1. (1953): Jbid., 27, 995. 


THE BENEFIT SOCIETY SYSTEM 


To the Editor. Having read Mr. Page’s letter in the issue of our 
Journal of 25 February 1956 I had a really good laugh. Mr. Page 
either did not see or did not want to see the points at issue. To put 
it in a nutshell they are: 


1. The closed panel is the most pernicious system existing today 
which leads inevitably to corruption and bribery. It may have been 
justified 50 or 60 years ago where only a few people belonged to a 
panel, but in the year 1956 it is completely outdated and obsolete. 

2. If there is the necessity for a panel, which definitely there is 
today, it has to be replaced by an open panel as quickly as possible. 
That will satisfy the members and the doctors. The former have free 
choice of their doctor, whom they trust, and the latter can attend 
their patients without any limitations and restrictions. 

Hugo Baum 
4 Melrose Mansions 
Cavalcade Road 
Green Point 
Cape Town 
25 February 1956. 


THE NATIONAL CANCER ASSOCIATION 


To the Editor. Your news item in the Journal of 28 January (30,91) 
drawing the attention of the Association to the recent activities and 
future programme of the National Cancer Association provides a 
suitable opportunity for discussion of events at its last Annual 
General Meeting, since when some extraordinary rumours have 
circulated among our colleagues as well as among the general 
public. 

At this meeting criticism of the Council of Management, of 
which I have the honour to be a member, came from various 
quarters and for various reasons. In this letter I propose to deal 
only with those with which I was concerned personally. The first 

was the policy of the N.C.A. (now that it had collected substantial 
monies from the public) and how it differed from the platform of 
Appeal; and the second was a constitutional issue. 

The National Appeal Executive, Dr. van Eck’s Appeal Commit- 
tee, of which I was also a member, launched its appeal to the 
South African public with a programme detailed to it by the 
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National Cancer Association. Dr. van Eck’s committee was 
entirely separate from the N.C.A. and came into existence purely 
to raise money for the Association and had no part in shaping its 
policy. The objects, repeatedly stated to the public at every oppor- 
tunity and from every platform, were (1) education of the public, 
(2) education of and assistance to the medical profession, and 
(3) research to a limited degree, particularly into those forms of 
cancer prevalent in South Africa. 

With these objects we were all in sympathy and gave to them our 
strong support. Public and professional education were objects 
designed to further the early diagnosis of cancer. Few will disagree 
with the thought that the most important single factor in reducing 
cancer mortality is early diagnosis. To quote “The Need is Now’, 
that fine propaganda pamphlet produced by the N.C.A. to assist 
the appeal: 

*“Fight Cancer with Knowledge” is the slogan under which 
cancer has been attacked in America. It is quoted by the same 
society—“‘that out of every five people dying of cancer, two could 
have been saved through the medium of elementary knowledge.” 
In short, without any further research and without any added equip- 
ment or facilities than are available today, two-fifths of the cancer 
deaths could have been avoided if basic education had been provided! 
This is an enormous task, since ignorance of the facts, misconcen- 
tions about the disease, superstitions and fears are still widespread 
and stand in the way of prompt, life-saving action.’ 

After discussions between the Appeal Executive and the National 
Cancer Association (following the commencement of the Appeal in 
which the above objects were stated throughout South Africa) 
there appeared to be doubts about the objects for which the money 
was needed. The President, with the necessary permission, issued a 
signed statement to the Press on 25 June 1954. This statement con- 
tains the following observations: 

‘The National Cancer Association of South Africa, which was 
formed in 1931 and later became affiliated to the British Empire 
Cancer Campaign and the American Cancer Society, desires to put 
into immediate effect its three main objects, namely, (1) education 
of the public in the early signs of cancer and the need for early 
diagnosis and treatment; (2) assistance to the medical profession 
through information on latest methods of diagnosis and treatment 
and, where possible, provision of facilities and advice on equipment 
for public institutions such as hospitals and clinics; (3) a limited 
expenditure on research into those cancer problems which particu- 
larly affect South Africa. For instance, there are certain forms of 
cancer which are more prevalent here than elsewhere and examina- 
tion of these problems and the proper compilation of statistics 
would be of considerable value to the world scheme of research.” 

Later it states: “The Executive Committee of the National 
Cancer Association at a recent meeting decided to make immediate 
use of the funds as they become available, and to use this money 
in the public interest in starting an intensive war on the cancer 
scourge which is attacking one in five of the European population.’ 

Then further on: ‘The Cancer Association is now preparing its 
plan of attack against the cancer scourge in conformity with the 
objects already detailed. Just as soon as the Board of Trustees is 
appointed—and this is to be done in the immediate future—the 
members will have to get down to work, as already the Cancer 
Association is preparing a detailed statement for the consideration 
of the Board on the following aspects of its immediate campaign.’ 

The statement went on to list various admirable aims and 
bjects and included (in paragraph 5) the statement that is was 
intended to recommend to the Board of Trustees that 15° of the 
iirst year’s budget should be spent on research into those problems 
ol cancer immediately facing South Africa. Finally, it makes the 
best statement of all, in the light of subsequent events: 

‘In the meantime, however, the National Appeal Committee 
and the local Committees formed in other parts of the country 
have not been idle. They are busy raising funds through private 
canvass to ensure that the work of the Cancer Association shall 
start now, even before the public appeal is launched. These funds 
will not be kept as idle money. It is the intention of the Cancer 
Association to immediately get to work to explore the great field 
covered in its objects. Already one centre, Bloemfontein. has laid 
Claim to a Cancer Detection Centre and preliminary plans have 
been formulated there for the establishment of such a Centre.” 

The virtual disappearance of this programme after the great 
success of Dr. van Eck’s appeal for funds aroused criticism of the 
Council of Management. The first budget of the Association, that 
lor the current year, included an item of only £7,000 for public 
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education out of a total expenditure of £85,000—or 8-2°% of the 
total budget for what started as the principal object of the Appeal. 
It also lies buried in your statement! in the item ‘professional and 
public education and propaganda and relief to cancer sufferers, 
£28,000". All that for £28,000. Research receives £40,000, or over 
45% of the budget instead of the 15° mentioned above. And while 
the public was told ‘a limited expenditure on research into those 
cancer problems which particularly affect South Africa’ it has-now 
become fundamental, clinical and statistical research and receives 
the lion’s share of finance. 

The merits or otherwise of the different modes of expenditure are 
completely irrelevant to the issue. My objection is simply that an 
appeal was made to the public for a specific programme and, after 
that appeal had met with success, the programme was altered 
fundamentally. Thus, at the Annual General Meeting I conceived 
it my duty to my conscience and to the public to whom we had 
appealed to call into question the morality of that action, and I 
shall continue so to do. 

The other contentious matter with which | was concerned arose 
out of a desire by some to alter the Constitution in order to demo- 
cratize the Association. Hitherto, the Council of Management, 
elected at Johannesburg, by a general meeting at Johannesburg, 
rules the Association from above downwards and with complete 
autocracy. There was a desire to so alter the Constitution that the 
various Branches throughout the country—which one hoped would 
come into existence—would elect the Council and so secure proper 
democratic representation and authority on a regional basis. In 
fact, the scheme envisaged was precisely that on which our own 
Medical Association is organized—Branch Councils with Branches 
electing Federal Councillors. It was also hoped to abolish the 
proxy system for elections and substitute for it the postal ballot 
also as we do in the Medical Association. Surely the role of proxies 
at this meeting, over which the veils of silence should rapidly 
descend, render a debate on the case superfluous! But this, apparent- 
ly, was not to be. Authority is always loath to part with authority, 

Finally, you report! that ‘a Pretoria specialist has been assisted to 
obtain special training in cancer diagnosis in order that newer 
methods may be applied in this country.” That, Sir, is lending the 
columns of our Journal to the perpetuation of the fatuous myth 
that the newest and best methods can only be found outside South 
Africa. It is a myth fostered by the lay press but due largely to our 
own reticence in telling what we have at hand, admittedly somewhat 
influenced by Medical Council rules. It is a matter which has caused 
many of our colleagues much concern and has been the subject of 
debate in Federal Council. It is distressing, therefore, to see the 
item reported in such words in our own Journal. In this specific 
case I go so far as to say that all the methods in question have been 
in use in South Africa for nearly 10 vears and that adequate 
instruction was available to the Pretoria specialist at several points 
within a thousand miles of the Instituut van Siektekunde. 

Jonathan Gluckman 
1206 Medical Centre 
211 Jeppe St. 
Johannesburg 
20 February 1956. 


NATIONAL OR “CONGLOMERATE” MEDICAL AID SOCIETIES 


To the Editor: \t is not known whether the views of Dr. A. L. 
A granat, expressed in his letter’ of 17 January 1956, are personal or 
official. If it is taken into account that your correspondent is very 
closely connected to the affairs of the Southern Transvaal Branch 
it may be presumed that he has profound official knowledge of 
‘state’ affairs. Dr. Agranat is not fully acquainted with the objects 
of the ‘public’ medical aid societies or with the relationship that 
exists and has existed between most doctors and these societies. 
The following extract from Mr. A. Lee McGregor’s Graduation 
Address (1954)? may be apt: 

‘The State, provinces, municipalities and large development 
corporations are going to absorb more and more doctors in future. 
Do not despise such work. It is the very cream of good medicine 
to keep people well. 

‘The cost of medical services has necessarily risen enormously and 
prolonged illness in a family may well dissipate the savings of a 
lifetime. This has given rise to the formation of medical “Aid” 
societies which are embracing larger and larger sections of the 
population.’ 
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As Chairman of the Board of one of these societies and from 
considerable practical experience I hope to clear up some of Dr. 
Agranat’s incorrect impressions and deductions. | must deny 
emphatically his assertion ‘that lay bodies in control of contract 
work have placed themselves in an authoritative position in relation 
to the profession’. On the contrary, it is a fact that the ‘public’ 
medical aid societies, of which actually only two are in operation on 
a Union-wide basis, have always been prepared (and at least one is 
still prepared) to accept and act according to the dictates and 
prescripts of the Association. To prove this I quote the following 
paragraph from a letter written by our Society to the Secretary of 
the Association on 6 October 1955, as follows: ‘The Society is 
prepared to comply very rigidly with the requirements of your 
Association and undertakes to amend its Regulations according to 
any reasonable request of the Association.’ 

Our Society made such alterations, without reservation, and 
went further. We offered the Association (the offer is still open) 
equal representation on the Board with only one reservation, 
namely, that they would rank pari passu with other members in that 
they would receive no remuneration whatsoever, at any time, for 
services rendered. Beyond that we also invited the Association to 
nominate one or more of its members to scrutinize claims before 
payment in order to satisfy the Association of our bona fides and, 
finally, we stated that our books were (they still are) open for their 
inspection at any time. 

Dr. Agranat alleges that the Association and its members 
are dissatisfied with public medical aid societies because these 
bodies are encroaching on the field of private practice. By this 
he evidently implies that our Society expects that all their members 
should be treated by the profession at reduced fees. Let me assure 
my colleague that he is entirely incorrect. In fact the dissatis- 
faction among doctors arises mainly from the policy of the Associa- 
tion, which constantly attempts to interfere with the professional 
liberty and independence of its members. This has been adequately 
proved by the fact that, despite the disrespectful circular letters of 
the Southern Transvaal Branch to its members as well as the an- 
nouncements in the Medical Journal, by that Branch, the major 
proportion of the doctors continue to deal cordially with our 
Society and its members. They complete our claim forms in the 
majority of instances, and some continue to charge the Association’s 
preferential tariff of fees especially when they apply intelligent 
judgment in assessing ‘the ability of the patient to pay’ tariff or 
ordinary fees by virtue of their knowledge of the patient’s financial 
circumstances. In all other instances they render accounts for the 
full fees applicable in their area (or our tariff of fees) as for private 
cases. Quite frankly we appreciate the fact that doctors use their 
own discretion in the matter of fees and we have never objected to 
the higher scales when these are applicable to our ‘associate’ 
members who, we fully realize, are in the higher income groups and 
can well afford their percentage of the highest tariff. We do not 
dispute the doctor’s account. 

It is true that doctors are dissatisfied with the Association’s 
Tariff of Fees and quite rightly so. The Association has handled the 
Tariff of Fees most unrealistically, without regard to basic circum- 
stances and for the following reasons: 

(a) In spite of the fact that the majority of members of the 
Association have indicated that the Tariff was unrealistic and 
inadequate the Association did not take any steps to remedy the 
position or to keep ahead of economic developments. 

(5) Our Society has in several occasions, both in writing to, and 
at joint meetings with, the Central Committee for Contract Practice, 
told the Association that we heartily endorse the complaints of 
doctors in this regard and would welcome an increase in the Tariff. 
Nothing was done to implement our recommendation and the 
doctors’ wishes, probably with the intention of further antagoni- 
7ing doctors against medical aid societies and falsely throwing the 
blame for lower fees on to the shoulders of medical aid societies. 

(c) The Association failed to grasp that very few people are able 
to budget for medical expenses. Every family, irrespective of income, 
is perfectly entitled to take steps to protect itself against the ‘cripp- 
ling cost of medical services’ in the same way as any one may 
insure his life irrespective of income. The higher the income the 
higher their premium to cope with the higher fees, which practi- 
tioners rightly charge and which we unhesitatingly allow. 

(d) The Association failed to appreciate that the dissatisfaction 
with the Tariff did not only apply to public medical aid societies 
but to ail private medical aid societies as well. 

(e) The Association did not realize that our Medical Aid Society 
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was purposely established to assist its members, irrespective of 
income, to meet the high and unexpected costs of medical care and 
not for the purpose of obtaining from the Association preferential 
tariffs of fees at uneconomic levels. 

( f) Our Board members (3 out of 5 are members of the Associ- 
ation) give their services without any prospects of remuneration. 

I maintain that if the Association had revised its policy and 
Tariff timeously to keep ahead of developments there would have 
been less dissatisfaction. It would not have been necessary for 
either the Association or the societies concerned to go to the Press 
to explain the position to its members and the public in general. 
This opinion is strengthened by our recent experience. Dozens of 
doctors have signified their delight in accepting the Tariff of Fees 
which our Society has laid down as a guide (after consultation with 
experienced, senior, level-headed practitioners). Furthermore 
doctors from all over the Union have written or telephoned the 
Society's office asking for forms to enrol their patients as members 
of the Society. The letters referred to are available in our office 
for the inspection of any member of the Association. A few doctors 
have become members to relieve themselves of the embarrassment of 
dealing with the kind attention of their colleagues—when sickness 
occurs in their families. 

Another point that Dr. Agranat has missed is that actually the 
‘private’ or ‘internal’ medical aid societies may be holding the 
Association in a cleft stick in that the Association is not prepared 
to increase the Tariff for fear of offending these individual smaller 
societies and the association to which they belong. I ask my 
colleague what proof he has that the ‘internal’ medical aid societies 
do provide protection against medical expenses for the ‘under 
£700 per annum’ class only. Furthermore, why are members of the 
Association satisfied to continue treating their members at the 
unrealistic and inadequate Association tariff of fees? 

Dr. Agranat might do better if he would look for the fault nearer 
home for, much to my regreat, | know that the members of the 
Association are badly divided and have no definite uniform policy 
on this very vexed question. Federal Council decided (in committee) 
not to accept the unanimous recommendation of the Central Com- 
mittee for Contract Practice that our Society be recognized. This was 
tantamount to a vote of no confidence in the members of the 
Central Contract Committee, who would most probably have 
resigned had they not feared that the control of medical aid and 
benefit societies would then fall entirely into the hands of the 
Southern Transvaal Branch. 

Finally | would like to repeat and stress that the members of 
the Board of our Society are not there for financial gain; they are 
not (and cannot in future be) remunerated for their services in 
any form or manner. It is a great pity that some members of the 
Association, who really should know better, should doubt the 
bona fides of these men, who all are prominent members of the 
profession and in public life. The members of the Board, indivi- 
dually and collectively, have no other object than to serve the 
members of the Society and assist the profession in securing their 
rightful fees. Dr. Agranant must realize that our Society is ‘mutual’ 
in every respect, that it is registered as a Friendly Society under the 
Act, and that we make no profits and are obliged to operate very 
economically. 

Mutual medical aid societies must of necessity be administered 
by someone—be it a lay board, a mixed board or a purely medical 
board. There is a strong move by a select few itching to establish 
the last type. Now is the time to show their bona fides. Let them 
accept our invitation to cooperate with an existing society that has 
almost passed the teething stage (a very testing period, if | may say). 
This union of their enthusiasm and our experience can resuit in the 
maximum benefit to our members and happiness to the profession, 
and would remove the expense of dual administration and the 
initial high cost of establishing a new Society with the same ideals 
and service as we hope to continue in our existence. 

L. D. Adler 
Chairman 


The Mutual Medical Aid Society of 1954 
P.O. Box 11316 

Johannesburg 

23 February 1956. 
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